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POLIOMYELITIS* 
BRANCH J. AYMOND, M. D.7 
NEW ORLEANS 


Lay groups are of the opinion that little 
is known about poliomyelitis. Physicians 
realize that a great deal is known. We have 
much knowledge of this disease, but like 
typhoid, malaria, and tuberculosis, people 
continue to become ill and die of these 
maladies throughout the world. 

Historically, the first epidemic of polio- 
myelitis reported in the world occurred in 
Louisiana. Dr. George Colmer, in the year 
1841, recorded his findings, after examin- 
ing ten children who suddenly became ill 
with a fever and paralysis. Since these 
cases occurred during the teething period, 
he termed the sickness “teething paralysis.” 
These cases occurred in Feliciana Parish, in 
and around St. Francisville. 

The virus organism in poliomyelitis pre- 
sents the same clinical manifestations in 
susceptible animals as in humans. The 
virus is highly resistant to all known 
chemicals. The poliomyelitis virus has been 
known to resist a sub-temperature of minus 
70° F. Apparently the only safe poliomye- 
litis virus destroyer is flame heat or pres- 
sure steam sterilization. This, perhaps, is 
the reason why the virus is carried about, 
deposited, then picked up by susceptible 
hosts and produces poliomyelitis. 

POSSIBLE MEANS OF TRANSMISSION 

Insects: The common housefly, in its lar- 
va stage, will grow in human excreta. Flies 


tDirector, Poliomyelitis Center. 
Presented at the January 27, 1947, Scientific 
Meeting, Orleans Parish Medical Society. 


caught from open back privies, where bowel 
content from acute and residual poliomye- 
litis has been deposited, have been exam- 
ined and found to be carrying poliomyelitis 
virus. Flies are attracted to sour odors such 
as sewage leakage, stagnant water and 
garbage. In this way there is a possibility 
of contamination by flies of food and liquids 
taken into the human body. 


The culex mosquito selects drainage 
ditches and raw sewage deposits for its 
larva to grow and develop into the adult 
mosquito. This method of transmission 
should always be considered—especially 
since a large number of acute cases seen 
in the Poliomyelitis Center exhibit evidence 
of recent mosquito bites. 


Swimming Pools: Accepting the idea that 
swimming is a great muscle developer, par- 
ents are prone to encourage their children, 
who have had poliomyelitis, to indulge as 
frequently as possible in underwater exer- 
cises. Fecal examination of post poliomye- 
litis cases have shown that a percentage of 
these patients will yet be harboring the 
virus and for this reason swimming pools 
are usually closed during poliomyelitis epi- 
demics. 


Vegetables: Some truck farmers wash 
vegetables in contaminated ditches and 
streams in order to freshen them up. The 
custom of eating raw vegetables appears to 
be a known factor in contracting poliomye- 
litis. 

Milk: Dairy cattle, in many instances, 
obtain their water supply from creeks, 
“mud holes” and collecting ground basins. 
The water shed may extend over a vast 
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area which is contaminted by the poliomye- 
litis virus. It is possible for cows standing 
in stagnant water in the summer months 
to contaminate their udders with the polio- 
myelitis virus. At milking time little con- 
sideration is given to cleaning the udders, 
therefore, there is a possibility of the virus 
entering the human body from the milk 
supply. Whether or not pasteurization has 
adequate heat to destroy the virus is a prob- 
lem for further investigation. Milk-borne 
transmission, perhaps, is a factor in con- 
taminating very young babies who are to- 
tally dependent on milk for their food 
supply. 


Playing in Contaminated Ditches: A 
“cloud burst” occurred in one of Louisi- 
ana’s communities which filled a drainage 
ditch along one of the streets in town. The 
drainage flowed from open back privies 
used by two residual poliomyelitis patients. 
Six small children began playing in the ac- 
cumulated water (from seven to ten day 
period) and the entire group of six devel- 
oped poliomyelitis. They had come in con- 
tact with other children but no other cases 
of poliomyelitis developed during the entire 
year other than the children who had 
played in the ditch. Further, five of the 
six children examined had evidence of skin 
lacerations or abrasions, with inguinal 
adenitis at the time the symptoms of polio- 
myelitis developed. 


Closing of Schools: Poliomyelitis usually 
begins about seven to ten days after school 
closes in summer and usually decreases by 
October. However, it is often necessary to 
close the schools for the protection of the 
children. Summer camps and vacation 
spots are a source of contamination by the 
poliomyelitis virus unless sanitary meas- 
ures are adequately maintained. 


SIGNS AND SYMPTOMS 


To establish a diagnosis of poliomyelitis is 
no simple matter. The records of the Polio- 
myelitis Center in New Orleans reveal that 
18 to 20 per cent of all cases admitted do 
not have poliomyelitis. This year, however, 
only 5 per cent admitted were found not to 
have poliomyelitis. 
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At the onset the patient usually presents 
a picture of a fever from 99 to 101° F, 
which does not respond to the ordinary an- 
tipyretics. Headaches, frontal and parietal 
types, usually bilateral; slight nausea, 
occasional vomiting with cramp-like ab- 
dominal pain; an upper respiratory mani- 
festation, are all symptomatic. 

The mother of a child sometimes recog- 
nizes these symptoms and suspects polio- 
myelitis. Constipation seems to be com- 
mon in all poliomyelitis cases, and after 
two to five days, the patient will show 
signs of neck stiffness, back pain, and mus- 
cular disturbances. 

The spinal fluid cell findings occur early 
and increase until the paralytic phase ap- 
pears, then the lymphatic cells will begin to 
decrease. Usually twenty days after onset 
the spinal fluid findings approach normal. 


INCREASE IN ADULT CASES 

There has been a gradual increase in re- 
cent years of cases of poliomyelitis in the 
adult group. During the year 1946, 10 
per cent of all poliomyelitis cases hospital- 
ized at the Poliomyelitis Center at New 
Orleans were adults. 

The fear of poliomyelitis is a natural 
fear. Lay groups have capitalized on this 
fear instead of pointing out that after all 
a very small per cent of an entire popula- 
tion are stricken. 

We physicians have a mission to do in 
alleviating this psychological phobia in the 
citizen group. 

MENINGITIS 
RECENT ADVANCES IN THERAPY 
C. J. TRIPOLI, M. D.+ 
AND 
W. G. UNGLAUB, M. D. 
NEW ORLEANS 





The fact that the average mortality rate 
in cases of cerebrospinal fever (menin- 
gococcal meningitis) has declined in the 





*Read before the scientific meeting of the Or- 
leans Parish Medical Society, January 27, 1947. 

+From the Department of Medicine, Tulane Uni- 
versity School of Medicine, The Helis Institute for 
Medical Research, and the Charity Hospital of 
Louisiana, New Orleans. 
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last 12 years from about 70 to approxi- 
mately 15 per cent is in itself a distinct 
advance in recent therapeusis. The adven- 
titious use of the sulfa drugs and penicillin 


is the basis for the remarkable improve- 
ment in the therapy of this particular type 
of meningitis, and in bacterial meningitis 
in general. In addition streptomycin has 
been of proved value in cases of acid fast, 
as Well as gram-negative bacillary menin- 
gitis. 

In order to evaluate the therapeutic re- 
sults in cases of cerebrospinal fever and 
other forms of bacterial meningitis, the 
records of all patients with all types of men- 
ingitis treated at the Charity Hospital of 
Louisiana in the year 1945 have been re- 
viewed for the present study. 


In 1936 one of us! presented a compara- 
tive review of the various therapeutic pro- 
cedures used in all cases of all types of bac- 
terial meningitis treated at the Charity 
Hospital of Louisiana during the entire ten 
year period 1925-1935. This was before the 
introduction of the sulfa drugs or penicil- 
lin. Antimeningococcic antitoxin had been 
made available for use at this time and was 
therapeutically effective in reducing the 
mortality in cases of cerebrospinal fever to 
about two-thirds of what it had been pre- 
viously, following the use of antimenin- 
gococcic serum alone. 


Rollings and Musser? have presented an 
excellent comparative study of the incidence 
and treatment of the various types of men- 
ingitis in the year 1933, before the sulfa 
drugs were introduced, and in 1943, when 
the sulfa drugs, but not penicillin, were 
available. They reported that the mortality 
rate of all cases of bacterial meningitis in 
1933 was 79.3 per cent; and in 1943 it had 
been reduced to 49.7 per cent. These figures 
compare closely with those reported by Wad- 
dell* who, in a similar study of mortality in 
cases of purulent meningitis, reported a 
mortality rate for all cases in a ten year 
period prior to the advent of chemotherapy 
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as 85.2 per cent, compared to 52.2 per cent 
for cases treated from 1937 to 1943, after 
sulfonamides had come into use. 


The material for the present study con- 
sists of a total of 173 cases of meningitis, 
consisting of patients in whom the spinal 
fluid showed a significant increase in cells 
and globulin and whose clinical course was 
compatible with the diagnosis of acute men- 
ingitis. Of this total there were only 108 
cases in which the infecting organism was 
identified satisfactorily in the spinal fluid 
by adequate smears, or by culture of the 
spinal fluid, or both. 


Six cases were diagnosed tuberculous 
meningitis on the basis of the clinical find- 
ings of meningitis and characteristic find- 
ings in the spinal fluid coincidental with 
the existence of active tuberculosis else- 
where in the body. Four of these cases were 
confirmed by autopsy. Acid-fast organisms 
were demonstrated in the spinal fluid in 
only one case. 


Acute lymphocytic choriomeningitis was 
the clinical diagnosis in four cases. Diag- 
nosis was based on the characteristic spinal 
fluid cytology and the clinical course. No 
attempt at virus identification studies were 
made in these cases. 


In 19 cases, organisms of various types 
were recorded as having been seen, but 
neither the morphological, tinctorial, nor 
cultural characteristics permitted accurate 
identification. 


No organisms of any type could be dem- 


‘onstrated either in smear or culture of the 


spinal fluid at any time in 37 cases. 

Other cases of “meningismus” and “clin- 
ical meningitis” wherein no spinal fluid 
studies were made are not included in this 
study. Also excluded are a few cases of 
“clinical meningitis” which died or deserted 
in the first twenty-four hours before spinal 
fluid studies were made or before any treat- 
ment was instituted. 


Table 1 presents the data regarding the 
mortality rate in the various types of men- 
ingitis during the year 1945. 
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TABLE 1 


MENINGITIS 





1945 
CHARITY HOSPITAL OF LOUISIANA 
Total Mortality 
Type Cases Died Per cent 
Meningococcal 40 6 15.00 
Pneumococcal 22 12 54.54 
Streptococcal 5 1 20.00 
Staphylococcal + 3 75.00 
Total coccal 71 22 32.39 
Influenzal 35 20 57.14 
Tuberculous 6 6 100.00 
Choriomeningitis 4 0 0.00 
Torula 1 1 100.00 
Organism not definitely 
identified 19 3 15.79 
No organism found 37 17 45.94 
Total cases 173 69 39.88 


There was a total of 40 patients with 
cerebrospinal fever or meningococcal men- 
ingitis. Six of these patients died resulting 
in a mortality rate of 15 per cent. Twenty- 
one of these patients received only a sulfa 
drug, usually sulfadiazine, orally alone or 
with initial intravenous sodium sulfadia- 
zine. All of these 21 persons recovered. 
The result in these cases is the same as that 
reported for 1940-41*'° under a similar 
form of therapy. The remaining 19 patients 
received the sulfa drug orally and in a few 
instances intravenously in addition to peni- 
cillin intramuscularly and _ intrathecally. 
The intrathecal use of penicillin was usual- 
ly limited to an initial dose except in a few 
instances wherein it was used once or twice 
daily for a few days. Six of the patients so 
treated died. Although, at first glance one 
may conclude that intraspinal penicillin 
therapy is harmful in cases of cerebrospinal 
fever, one must consider the fact that in 
most instances the desperately ill patients 
received the additional therapy, whereas 
those who manifested clinical improvement 
on sulfa alone were not even considered as 
candidates for additional intrathecal ther- 
apy. However, there is no evidence to prove 
that intraspinal therapy of any type is of 
any value in the treatment of cerebrospinal 
fever. Of additional importance is the fact 
that there is evidence which indicates that 
the sulfa drugs intraspinally are not only 
of no value, but in addition, produce un- 
favorable reactions which are apparently 
harmful. The administration of penicillin 
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intrathecally in cases of cerebrospinal 
fever has been of no proved value and re- 
ports of harmful reactions have been pre- 
sented.® In the study of this series of 40 
cases of cerebrospinal fever treated over a 
period of one year, there is no evidence to 
support the opinion that penicillin intra- 
thecally is of any value in this disease. How- 
ever, neither do we find in this series any 
evidence of any immediate unfavorable re- 
actions. It is a fact that penicillin, paren- 
terally administered, does not usually 
appear in the spinal fluid in effective con- 
centrations,’ and it is evident that intra- 
spinal administration is definitely indicated 
and beneficial in cases caused by coccal or- 
ganisms other than meningococci. But we 
repeat that this does not hold true for cere- 
brospinal fever. In spite of these facts it is 
difficult to resist the obvious temptation to 
use penicillin intrathecally in cases of 
cerebrospinal fever. 


There were 22 patients with pneumococ- 
cal meningitis, 12 of whom died, resulting 
in a mortality rate of 54.5 per cent. Two 
of the patients who died received only sulfa 
orally and parenterally, and three received 
intrathecal penicillin in addition to sulfa 
orally and parenterally, one of whom re- 
ceived intracisternal penicillin. Another 
two of the 12 patients received sulfa orally 
and parenterally and additional penicillin 
intramuscularly as well as intrathecally. 
The remaining five of the 12 persons who 
died received antipneumococcal serum in- 
travenously and intramuscularly in addi- 
tion. The ten who survived received sulfa 
orally and parenterally, penicillin intramus- 
cularly and intrathecally. Two of these ten 
patients received additional antipneumo- 
coccal serum. This mortality rate of 54.5 
per cent in 1945, when both sulfa and peni- 
cillin were used, is a distinct improvement 
over the mortality rate of 72 per cent in 
the 1943 series, wherein sulfa alone was ad- 
ministered.2*»8 The use of penicillin in 
addition to sulfa is the apparent reason for 
the improved results. Appelbaum and Nel- 
son? reported a mortality rate of 61 per 
cent in a series of 67 cases using a similar 
routine of therapy. 
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There were five patients with strepto- 
coccal meningitis, one of whom died, re- 
sulting in a mortality rate of 20 per cent. 
All of these persons received sulfa orally 
and parenterally. Four of the five received 
additional penicillin intrathecally. Three of 
the five patients received additional intra- 
muscular penicillin. One of the latter three 
patients died. Similar reports have been 
presented.® 


There were four cases of staphylococcal 
meningitis and three deaths, the mortality 
rate being 75 per cent. All four patients re- 
ceived sulfa orally and parenterally and in- 
tramuscular penicillin. Only two received 
additional intrathecal penicillin; one of the 
latter recovered. In all of these cases posi- 
tive blood cultures were obtained. It is to 
be noted that the average mortality rate is 
much higher in this type of case associated 
with septicemia than in those cases of men- 
ingitis resulting from direct extension of 
infection to meninges from the bony struc- 
tures of the mestoids or paranasal sinuses, 
without septicemia.® 


There were 35 cases of influenzal men- 
ingitis. Thirty-three cases were found to 
be Type B-and and two cases were unfor- 
tunately not typed or recorded. Twenty of 
these 35 patients died, resulting in an aver- 
age mortality rate of 57.14 per cent. 
Twenty-two of the total patients received 
sulfa orally and parenterally plus anti- 
influenzal serum type B intravenously or 
intramuscularly. Eight of these 22 patients 
received additional serum  intrathecally. 
There were 15 deaths and seven recoveries 
from this group of 22 cases. The remaining 
13 patients received sulfa orally and paren- 
terally plus penicillin either intramus- 
cularly or intrathecally or both. Of the 13 
patients five died and eight recovered. 
Seven of this latter 13 received additional 
anti-influenzal serum Type B. Of the seven 
who received this serum, three died and 
four recovered. Of interest is the fact that 
of the 35 patients only two were over three 
years of age. One of these was 27 years 
of age and the other 63 years; both recov- 
ered and are included in the appropriate. 
group. Only two of the 35 patients had 
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positive blood cultures, one died and one 
recovered. No streptomycin was available 
for use in these cases. 

There were six cases of tuberculous men- 
ingitis. Two of these patients received only 
supportive therapy. Two received sulfa 
alone. One received sulfa and intramuscular 
penicillin. One received sulfa intramuscu- 
larly and intrathecal penicillin. All patients 
died. No streptomycin was available for use 
in this group. 

There were four patients with acute lym- 
phocytic choriomeningitis. One received no 
treatment. One received sulfa orally and 
parenterally. One received sulfa orally and 
parenterally and penicillin intramuscular- 
ly; and one received sulfa orally and paren- 
terally and penicillin intrathecally. All 
patients recovered. The results in these 
series are identical with a previous series 
reported by one of us’ in which treatment 
consisted of only supportive therapy after 
initial diagnostic spinal puncture was done. 
Chemotherapy, as well as antibiotic ther- 
apy, is apparently superfluous in the treat- 
ment of this disease. 

Only one case of torula meningitis was 
treated during this time. Sulfa orally and 
parenterally and penicillin intramuscularly 
and intrathecally were employed. This pa- 
tient showed no response and died. 

Of the 19 cases of meningitis produced 
by demonstrable organisms which were not 
definitely identified there were three 
deaths. Eleven of the total 19 patients re- 
ceived sulfa orally and parenterally alone, 
and one received additional antimeningo- 
coccic antitoxin. No deaths occurred in this 
group of eleven patients. The remaining 
eight received sulfa orally and parenterally 
and penicillin intrathecally. Five received 
additional intramuscular penicillin. Of this 
group of eight patients there were three 
deaths. 

No organisms were demonstrable at any 
time in the abnormal spinal fluid of 37 pa- 
tients with clinical meningitis, of whom 17 
died. Two of the total number of patients 
received no treatment and died. Twenty- 
four of the remaining 35 patients received 
sulfa orally and parenterally, one of whom 
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received additional anti-influenzal serum 
intrathecally. There were ten deaths in 
these 24 persons. Of the remaining eleven 
patients, five received sulfa orally and 
parenterally and intramuscular penicillin, 
with three deaths; two received sulfa orally 
and parenterally with penicillin intrathe- 
cally with no deaths; four received sulfa 
orally and parenterally and penicillin intra- 
muscularly and intrathecally with two 
deaths. 


The use of heparin intrathecally in addi- 
tion to routine sulfa and penicillin has been 
recommended 11:12 in the treatment of 
those cases of purulent meningitis in which 
fibrin formation and coagulation were the 
probable causes of a possible partial or com- 
plete block in the cerebrospinal fluid circu- 
lation. There were four cases of influenzal 
meningitis in which a single dose of heparin 
was given intrathecally. The dosage in two 
of the patients was 2.0 mg. each; and in 
the other two patients 10 mg. and 5 mg. 
respectively. Two patients recovered and 
two died. Three persons with meningococcal 
meningitis received heparin intrathecally in 
doses of 2 mg. -5 mg. -10 mg. respectively, 
in addition to the sulfa and penicillin rou- 
tinely ; two patients recovered and one died. 
One patient with pneumococcal meningitis 
received a 2 mg. dose of heparin intrathe- 
cally in addition to the routine of sulfa and 
penicillin. This man recovered. One patient 
with a coccal (type not identified) menin- 
gitis received a 5 mg. dose of heparin intra- 
thecally in addition to the routine sulfa and 
penicillin therapy. This person died. Ob- 
viously the use of heparin and other anti- 
coagulants intrathecally in these patients 
has not been of any remarkable therapeutic 
benefit. However, the exact dosage or mode 
of administration with and without dicou- 
marin has not been completely worked out. 
In addition it will be necessary to control 
carefully the effective dosage in order to 
prevent possible untoward results from 
overdosage. 


The advent of streptomycin and its effec- 


tive use in tuberculous meningitis has 
aroused considerable interest. Because 
streptomycin does not appear in the spinal 
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fluid in effective therapeutic concentration 
it is necessary to administer it intrathecally 
as well as parenterally.1* Henshaw et al." 
have reported a series of seven cases of 
tuberculous meningitis, proved by demon- 
stration of the acid-fast organisms in the 
spinal fluid, treated with apparently ade- 
quate doses of streptomycin. Four of the 
seven patients have survived the disease 
over a period of three to six months after 
treatment. The treatment consists of 100- 
200 mg. doses of streptomycin intrathecally 
daily over a period of two or four weeks and 
1.2 to 3.6 gm. daily intramuscularly over 
a period of three to six months. All of these 
patients had evidence of generalized hema- 
togenous miliary tuberculosis in addition to 
meningitic involvement. At the time of the 
report all four patients continued to have 
clinical abnormalities indicating persistence 
of residual infection despite treatment but 
the organisms could no longer be isolated 
from the spinal fluid by culture or animal 
inoculation. 


Streptomycin in influenzal meningitis is 
apparently the antibiotic of choice. It has 
been given in doses varying from 15,000 to 
125,000 units every three hours intramus- 
cularly, simultaneously with intrathecal 
administration of amounts varying from 
10,000 to 25,000 units every 24 hours ™ 
resulting in a 25-50 per cent reduction in 
the average mortality rate. Equally re- 
markable beneficial results have been 
reported following the use of parenteral 
anti-influenzal serum type B in addition to 
sulfadiazine in cases of this type of influ- 
enzal meningitis.‘7 Under proper control it 
would appear that a combination of these 
two effective therapeutic programs would 
be the treatment of choice. 


In reviewing the histories of many of 
these cases it frequently occurred that the 
patient received apparently inadequate 
doses of either the sulfa drugs or antibiotics 
before admission to the hospital. Just what, 
if any, effect this had on the course of the 
disease cannot be determined in any case 
or cases of this series. However, it is ap- 
parent that benefit from both sulfa drugs 
and antibiotics only results when effective 
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doses are used; and if they are to be given 
the dosage should always be adequate. 


SUMMARY AND CONCLUSIONS 
A review of the results of therapy used 
in 173 patients with meningitis of the vari- 
ous types treated in Charity Hospital of 
the State of Louisiana during the year 1945 
is presented. 


The mortality rate in 40 patients with 
cerebrospinal fever (meningococcal menin- 
gitis) treated during this period averaged 
15 per cent. This reduction, as compared to 
an average mortality rate of 70 per cent 
during the year 1933 has been achieved by 
the adequate use of the sulfa drugs, prin- 
cipally sulfadiazine, and penicillin. There 
is no indication for the use of either of these 
therapeutic agents intrathecally in this type 
of meningitis. 


The mortality rate in 22 patients with 
pneumococcal meningitis treated during 
this period averaged 54.54 per cent. This 
reduction, as compared to a mortality rate 
above 90 per cent during the year 1933, is 
a direct result of the use of adequate doses 
of the sulfa drugs orally and parenterally 
and penicillin parenterally and intrathe- 
cally. It is apparent that the additional in- 
trathecal use of penicillin is necessary in 
the treatment of this type of meningitis. 


The mortality rate in staphylococcal and 
streptococcal meningitis has been reduced 
at least 50 per cent by the similar program 
of treatment as used in the pneumococcal 
type of meningitis. It is apparent that de- 
tailed studies regarding the individual bac- 
terial penicillin sensitivity of the individual 
organisms isolated in each case will be of 
great value in estimating the penicillin 
dosage to be used in any one patient. No 
efforts have been made in this series to 
determine any definite effect in the peni- 
cillin sensitivity of the staphylococcal or 
streptococcal organisms in any of the in- 
dividual patients. Therefore, we are unable 
to tell in the persons who died whether or 
not adequate doses of penicillin were given. 


The mortality rate in 35 patients with 
influenzal meningitis treated during this 
Period averaged 57.14 per cent as compared 
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to a mortality rate of 90 per cent during 
the year 1933. Of the various routines of 
treatment it appears that the use of strep- 
tomycin and anti-influenzal serum in in- 
fluenzal type B cases is the treatment of 
choice. 


The mortality rate in six patients with 
tuberculous meningitis treated during this 
period has remained 100 per cent. No strep- 
tomycin was used in any of these patients. 
It appears that this therapeutic agent at 
present is the only treatment having con- 
siderable therapeutic merit. Although the 
course of the disease has been favorably 
affected, it is necessary to continue use of 
the drug over a period of months. Neuro- 
logic residua are the rule and only in a few 
proved cases so far has the disease appar- 
ently been completely arrested and the pa- 
tient’s spinal fluid and clinical condition 
apparently returned to normal. The promise 
which this type of therapy offers in this 
most serious disease is anticipated with 
great interest. 


The mortality rate in four cases of acute 
lymphocytic choriomeningitis treated dur- 
ing this period has remained zero. Since this 
type of meningitis is self-limited and almost 
invariably ends in recovery, the use of the 
sulfa drugs and penicillin was obviously 
superfluous but not harmful. 


In those cases of purulent meningitis in 
which no organisms were demonstrable in 
the spinal fluid or wherein organisms were 
apparently seen but not positively identi- 
fied, the average mortality rate has been 
reduced to between 15 and 45 per cent. It 
is not possible to determine whether these 
cases were primary meningitis or had any 
associated septicemia. The treatment of 
choice appears to be the same as that used 
for the pneumococcal, streptococcal and 
staphylococcal types of meningitis. 


It appears that those cases of bacterial 
meningitis other than meningococcal where- 
in the organisms subsequently invaded the 
subarachnoid space from the paranasal 
sinuses or mastoids have a more favorable 
prognosis under this form of therapy 
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than those resulting from generalized 
septicemia. 
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Peritoneoscopy is not a new procedure, 
having been first demonstrated by Kelling 


about 46 years ago. However, it is sur- 
prising to see the lack of appreciation of 
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the value of this procedure as a method of 
endoscopic diagnosis and we are in accord 
with Beling® who feels that if its advantages 
and indications were better understood it 
would receive proper recognition. Ruddock? 
deserves the credit for creating a firm 
foundation and stimulating the clinical use 
of the procedure in this country. He de. 
vised a special instrument and defines the 
procedure as visualizing the peritoneal cav- 
ity and its contents by means of an optical 
instrument. 

In April, 1944 one of us (W. H. B.) insti- 
tuted the use of this procedure in Shreve- 
port Charity Hospital as an accessory 
means in the diagnosis of obscure abdom- 
inal disease and up until March, 1947 it had 
been used in 69 cases with gratifying re- 
sults. From our experience thus gained we 
feel that it deserves the credit and recogni- 
tion accorded to other methods of endo- 
scopy. 

The indications for the use of the pro- 
cedure can best be given in a list form, and 
comments concerning each given later. The 
indications are as follows: 

1. Diseases of the peritoneum. 


2. Gastric malignancy; that is, ruling 
out metastatic disease before operation. 

3. Liver disease. 

4. Unexplained ascites. 

5. Pelvic pathology; that is, suspected 
ectopic pregnancy and ovarian tumors. 

6. Undiagnosed abdominal masses. 

7. Gunshot and stab wounds of the ab- 
domen with doubtful penetration. 

8. Non-penetrating trauma when inter- 
nal injury is suspected, particularly of the 
liver or spleen. 

9. Differentiation between bleeding pep- 
tic ulcer and esophageal varix. 

In two diseases of the peritoneum peri- 
toneoscopy is especially valuable in diag- 
nosis and it is helpful in the treatment of 
one. Carcinomatosis secondary to any 
source is readily diagnosed by this method. 
Ruddock? has reported a peritoneoscopic ac- 
curacy of 87.03 per cent in the diagnosis of 


54 proven cases of peritoneal metastases. 


Tuberculous peritonitis prior to peritoneo- 
scopy was usually diagnosed by laparotomy 














and a number of patients seemed to improve 
after this procedure, at which time atmos- 
pheric air was admitted into the peritoneal 


cavity. Beling® feels that it is no longer 
necessary Or advisable to subject these pa- 
tients with tuberculous peritonitis to the 
hazards of laparotomy. With the periton- 
eoscope a definite diagnosis can be made 
and a pneumoperitoneum produced as a 
method of treatment. Ruddock? has also 
reported a peritoneoscopic accuracy of 
66.67 per cent in the diagnosis of 18 proved 
cases of tuberculous peritonitis. We have 
had the good fortune of observing two of 
four cases of tuberculous peritonitis, diag- 
nosed by this method, over one year after 
their diagnosis and therapeutic pneumo- 
peritoneum. One had a mild exacerbation 
of the disease that responded to rest in bed 
and the other was well with no evidence of 
disease and had gained 30 pounds in weight. 

Benedict® reports that during a five year 
period (1937-1941), 263 patients with can- 
cer of the stomach were explored surgically 
without peritoneoscopy and 30, or 15 per 
cent, of the patients were inoperable be- 
cause of liver metastases. He also reported 
the performance of peritoneoscopy in 95 
cases of carcinoma of the stomach, the re- 
sults of which showed 20 cases with meta- 
static disease, thus avoiding a_ useless 
laparotomy in 21 per cent of the 95 cases. 
However, Beling® emphasizes the differenti- 
ation of carcinoma of the stomach into ob- 
structive and non-obstructive types for 
peritoneoscopic purposes. It is obvious that 
in the obstructive type peritoneoscopy is 
contraindicated because operation is inevi- 
table for restoration of the continuity of the 
gastrointestinal tract. Ruddock? has de- 
scribed transillumination of the stomach at 
the time of peritoneoscopy to determine the 
extent of involvement of the organ. Priest- 
ley® states that the determination of opera- 
bility of gastric carcinoma by means of 
peritoneoscopy, based only on the local ex- 
tent of the primary disease, is definitely 
unwise but feels that it may be a sound 
procedure if based on the presence of meta- 
static lesions. Oaks’ also emphasizes that 
peritoneoscopy for this purpose is a super- 
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fluous procedure in the case of gastric car- 
cinoma with obstruction because surgical 
intervention is necessary. 

Perhaps the most efficacious use of peri- 
toneoscopy is in the diagnosis of diseases 
of the liver. In a series of 435 peritoneo- 
scopies at the Massachusetts General Hos- 
pital the question of liver disease arose in 
331, or 70 per cent.* There were proved by 
peritoneoscopy, in this series, 260 cases of 
liver disease of which 83 were non-malig- 
nant and 177 were malignant disease. There 
were five primary carcinomas in the 177 
malignant cases. In 71 cases the liver was 
essentially normal. Wershub® reports simi- 
lar results in a series of 100 peritoneo- 
scopies, 54 of which were related to the 
liver. Thirty-five cases of cirrhosis were 
encountered in this group and 14 cases of 
secondary carcinoma were diagnosed by this 
method. Five miscellaneous diseases of the 
liver were encountered. Also in Wershub’s® 
series there were four cases of hydrops of 
the gallbladder diagnosed by this method. 
Benedict® has reported the diagnosis of a 
polycystic liver by this method of endo- 
scopy. Ruddock? has reported a peritoneo- 
scopic accuracy of 87.4 per cent in the diag- 
nosis of 79 proven cases of malignancy of 
the liver. Benedict* has emphasized the 
proper preparation of patients with liver 
disease before doing peritoneoscopy by ad- 
ministering vitamin K and avoiding mor- 
phine and the barbiturates as sedatives, 
substituting chloral hydrate for this pur- 
pose. Ruddock? feels that all patients with 
a diagnosis of suspected cirrhosis of the 
liver should be examined with the periton- 
eoscope for corroboration. 


With regard to the use of the method in 
unexplained ascites, the accuracy is related 
to the disease processes causing the condi- 
tion and they have been referred to in the 
foregoing remarks. Perhaps the most com- 
mon causes for ascites are: (1) cirrhosis; 
(2) carcinomatosis; and (3) tuberculous 
peritonitis. Beling® feels that abdom- 
inal paracentesis is a useless procedure 
if peritoneoscopy is contemplated because 
that is accomplished at the same time as 
the examination. 
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Hope! has reported favorably on the use 
of the procedure in the diagnosis of ectopic 
gestation and emphasizes that at times this 
can be one of the most difficult diagnoses 
in the field of gynecology. Ruddock? reports 
a peritoneoscopic accuracy of 100 per cent 
in 13 proved cases of ectopic pregnancy. 
Usually the ectopic gestation can be seen 
but in any case with a suitable history the 
finding of a hemoperitoneum is sufficient 
evidence and operation is performed. It 
should be emphasized that peritoneoscopy 
is not recommended as the diagnostic 
method in the ordinary case but is reserved 
for the cases in which the diagnosis is dif- 
ficult. Other pelvic pathology such as 
ovarian tumors and cysts are frequently 
diagnosed by this method. Hamilton’ has 
used the procedure in the diagnosis of sal- 
pingitis, appendiceal peritonitis, appendi- 
citis, cholecystitis, and has designed a 
manipulating rod and an insulated endo- 
thermy electrode for facilitating the exam- 
ination of the abdominal organs and divid- 
He has also 


ing adhesions respectively. 
reported the puncture of an ovarian cyst 


in a case of severe menorrhagia with 
good results for six months, the endome- 
trium changing from hyperplasia to hypo- 
plasia. Benedict* has reported the aspira- 
tion of a large benign ovarian cyst in an 
89 year old female with alleviation of 
symptoms. Five hundred and twenty cubic 
centimeters of fluid were obtained. This 
procedure was performed because it was 
thought that the patient’s general condition 
would not allow surgery. 


Undiagnosed abdominal masses are usu- 
ally satisfactorily elucidated by peritoneo- 
scopy except those that are retroperitoneal 
and occasionally they can be diagnosed if 
they have metastasized to the liver or struc- 
tures that can be biopsied. 


Beling® feels that gunshot or stab wounds 
of the abdomen contraindicate peritoneo- 
scopy but Hamilton‘ has reported the suc- 
cessful management of five cases with this 
method. Hamilton,‘ however, emphasizes 
that this method is not applicable if the 
patient is in desperate condition, if perfora- 
tion is obvious, if there is a perforation of 
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the diaphragm (production of a pneumo. 
thorax when air is injected into the abdo- 
men), and if the wound is posteriorly 
situated. He cites the figures of the results 
in 114 operations at Louisville City Hospi- 
tal, over a three year period, for stab and 
gunshot wounds of the abdomen in which 
24, or 21 per cent, were found not to pene- 
trate the peritoneum. An analysis of these 
24 negative exploratory laparotomies re- 
vealed that in all but one the perforation, if 
present, could have been visualized by 
examination with the peritoneoscope. The 
presence of a hemoperitoneum or the vis- 
ualization of a peritoneal laceration is defi- 
nite indication for exploration. For the 
details of the examination as described by 
Hamilton‘ the reader is referred to his 
article. 

Hamilton‘ feels that the findings at peri- 
toneoscopy in cases of nonpenetrating ab- 
dominal trauma should be interpreted with 
caution, however, the discovery of a lacera- 
tion of the bowel or stomach .constitutes a 
clear-cut indication for operation but the 
failure to find the injury to the hollow 
viscera by no means rules it out. He re- 
ports the successful use of peritoneoscopy 
in one case with two lacerations of the liver 
that were repaired at operation. 

Hamilton’ also has reported on the suc- 
cessful use of the peritoneoscope in dif- 
ferentiating between bleeding peptic ulcer 
and ruptured esophageal varix. The finding 
of a typical hobnail cirrhotic liver is indi- 
cative of bleeding esophageal varices. He 
feels that this procedure is less likely to 
restart or to aggravate bleeding and is more 
certain in diagnosis than the alternative 
barium swallow proposed by Schatzki. 

The contraindications te peritoneoscopy 
will be given in a list form as follows: 

1. The acute abdomen. 

2. Hemorrhagic states. 

3. Advanced cardiac and pulmonary 
disease because of embarrassment of cit- 
culation or respiration, due to the pneumo- 
peritoneum. 

4. Extensive bowel adhesions. 

The only fatality in our series of 69 cases 
was related to the contraindication listed 
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ynder number 3 and will be considered 
later. 

The complications of the procedure are 
varied and the following have been re- 
ported : 

1. Perforation of the bowel. 

2. Subcutaneous emphysema. 

3. Bleeding from the site of the biopsy. 

4. Bile fistula from liver biopsy in ob- 
structive jaundice. 

5. Pneumothorax in a patient with a 
penetrated diaphragm from a _ gunshot 
wound of the abdomen. 

6. Hernia through the puncture wound. 

7. Hematoma at the site of the puncture 
wound. 

Ruddock? has reported eight cases of 
puncture of the bowel in 500 examinations 
and in each instance the bowel was firmly 
plastered against the parietal peritoneum. 
Hematoma at the site of the wound oc- 
curred in two of his cases but herniation 
through the sear of the puncture wound did 
not occur in his series of cases. 

Benedict*® reported three deaths, in a 
series of 435 peritoneoscopies, that were 
considered attributable to the procedure. 
Qne death was due to heart failure in a 
patient with multiple lung abscesses, coro- 
nary disease and possible echinococcal cyst 
of the liver; the second a death due in part 
to hemorrhage eight days after liver biopsy 
in a case with extensive metastatic carci- 
noma; and the third three weeks after per- 
foration of the large bowel in a severely 
ill patient proved by peritoneoscopy to have 
advanced tuberculous peritonitis. 

For descriptions of the procedure and 
the instrument the reader is referred to the 
articles listed under references. However, 
it will suffice to say that the procedure is 
(arried out in the operating room under 
local anesthesia after preparation of the 
abdomen as for a laparotomy and the ad- 
ministration of the usual preoperative seda- 
tion. The site of insertion of the instrument 
is about one and a half inches below and to 
the right of the umbilicus. 


RESULTS IN SIXTY-NINE CASES 
In this series of 69 cases there were two 
ectopic pregnancies encountered, one of 
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which showed a hemoperitoneum at peri- 
toneoscopy and an immediate laparotomy 
showed a ruptured tubal pregnancy for 
which a salpingectomy was done. The other 
case had inconclusive findings at peritone- 
oscopy but was diagnosed by cul-de-sac 
aspiration with blood being obtained. An 
exploratory laparotomy and salpingectomy 
was performed. One case with a generalized 
carcinomatosis was shown to have meta- 
static carcinoma of the liver and a subse- 
quent laparotomy revealed a pelvic mass 
considered to be the source of the meta- 
stases. One case showed a pelvic mass at 
peritoneoscopy but no biopsy could be taken 
and a subsequent laparotomy revealed a 
dermoid of the ovary with malignant 
changes in the form of squamous carcino- 
ma. One peritoneoscopy revealed a pseu- 
domucinous cystadenoma of the ovary; no 
biopsy was taken, and later a laparotomy 
was done with the excision of the tumor 
and x-ray treatment later. A case of squa- 
mous carcinoma of the cervix with a ques- 
tionable mass was examined and a mass in 
the broad ligament was observed but no 
biopsy taken because of adhesions. A five 
year old white female was examined and an 
enlarged right ovary was seen, the patient 
discharged to return in six weeks for 
laparotomy but there was no record of the 
return visit. One case of adenocarcinoma 
of the uterus with extension to the vaginal 
wall was examined and an ovarian tumor 
was seen; no biopsy was taken but the ab- 
dominal fluid was positive for tumor cells. 
One cystadenocarcinoma of the ovary was 
diagnosed by peritoneoscopy; no biopsy 
taken, being proved by a_ subsequent 
laparotomy. 


There were two cases of a retroperitoneal 
mass being diagnosed by peritoneoscopy. 
One later at laparotomy proved to be adeno- 
carcinoma grade 2 of undetermined origin, 
and the other at autopsy as being due to 
metastatic carcinoma from the prostate. 
One case of carcinoma of the pancreas was 
examined unsuccessfully: a later laparo- 
tomy proving the diagnosis. One patient 
with pulmonary tuberculosis was examined 
and a cystic paravertebral mass was found; 
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no biopsy was taken and the patient sub- 
sequently was discharged without a diagno- 
sis being made. 

One case with a mass in the left upper 
quadrant was examined at which time it 
was seen to be retroperitoneal in the kidney 
region and subsequently a nephrectomy of 
the left kidney was performed for hydrone- 
phrosis. One examination disclosed splenic 
adhesions and the patient was discharged 
with the diagnosis of perisplenitis. One ex- 
amination disclosed omental adhesions and 
the patient was later subjected to a vaginal 
myomectomy. One examination in a case of 
metastatic umbilical carcinoma showed no 
definite findings except a scarred area in the 
pylorus of the stomach. One adenocarci- 
noma of the rectum was examined before 
considering radical resection and metastatic 
disease of the liver was found, thus elimi- 
nating a useless radical procedure; later 
colostomy was done for obstructive symp- 
toms. 

There were 10 cases in which peritoneo- 
scopy revealed no definite findings and no 
biopsies were taken. These cases will be 
tabulated in list form: 

1. Unexplained chronic abdominal pain 
with a negative physical examination. A 
single uterine adhesive band was found, 
thought not to be clinically significant. 

2. Hypertensive cardiac disease with re- 
current ascites despite adequate digitaliza- 
tion. Clinically an ovarian tumor was sus- 
pected but peritoneoscopy revealed no 
pathology. 

3. Suspected ascites 
revealed no findings. 

4. Carcinoma of the colon, suspected, 
but no findings by peritoneoscopy. Dis- 
charged undiagnosed. 

5. Normal pregnancy, but a hydatidi- 
form mole with malignant degeneration 
Was suspected due to an abnormal men- 
strual history. Examination showed a nor- 
mal uterine pregnancy. 

6. One case of questionable intra-ab- 
dominal disease but examination showed no 
findings. 

7. Bronchogenic carcinoma with wide- 
spread metastases proved at autopsy; 


but examination 


HOLLIs, BRowN—Peritoneoscopy 


question of metastatic abdominal disease 
site of origin undetermined ante mortem, 
with positive aspiration from mass in right 
flank showing malignancy. Peritoneoscopy 
showed no intra-abdominal disease. 


8. Hepatomegaly with an undiagnosed 
parotid gland tumor. Peritoneoscopy 
showed no intra-abdominal disease. 


9. Undiagnosed febrile illness with 
hepatomegaly. Peritoneoscopy revealed no 
findings but autopsy showed miliary tuber- 
culosis and a cavernous hemangioma of the 
liver. 

10. Threatened early abortion confused 
with an ectopic gestation. Friedman test 
positive. Peritoneoscopy revealed no find- 
ings. 


There were 34 liver biopsies taken in this 
series of 69 cases. Ten of these were in- 
conclusive, one of which was later diag- 
nosed by aspiration biopsy as an angioma 
of the liver. Two biopsies were reported as 
normal liver and there were three records 
which had no report of the biopsy on the 
chart. Seven biopsies were positive for 
cirrhosis of the liver. One biopsy was posi- 
tive for cirrhosis of the liver and serositis 
as seen in Pick’s disease. One was positive 
for carcinoma in a cirrhotic liver. Five 
showed metastatic carcinoma. One each 
showed hepatitis, gumma, primary carci- 
noma, and sarcoidosis. One biopsy was re- 
ported as metastatic angiosarcoma but later 
at the time of exploratory laparotomy a 
primary lesion of the stomach was removed, 
which showed a vascular leiomyosarcoma 
that was interpreted as being the tumor 
from which the metastases came. Exclud- 
ing the three biopsies of which no reports 
were found, a positive histologic diagnosis 
was made in 61.3 per cent of the cases. 

There were nine biopsies of the peritone- 
um, of these one was inconclusive. There 
was no report of one. Four showed tuber- 
culous peritonitis. Two showed metastatic 
carcinoma and one showed metastatic leio- 
myosarcoma. Excluding the one biopsy of 
which there was no report on the chart, a 
positive diagnosis was obtained in 87.5 per 
cent of peritoneal biopsies. 
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One biopsy of a pedunculated nodule in 
the pelvis was reported as consistent with 
leiomyosarcoma. One omental biopsy was 
inconclusive and one biopsy of a_ pelvic 
sacral mass was reported as metastatic car- 
cinoma. Two spleen biopsies were reported 
as showing fibrosis. 

In the total series of biopsies, excluding 
those of which there were no reports,a posi- 
tive diagnosis was obtained in 63.6 per cent 
of the cases. 

In reviewing the clinical data in these 
69 cases the indications for these examina- 
tions were as follows: 

1. Unexplained ascites. 

2. Undiagnosed abdominal mass. 

3. Suspected cirrhosis of the liver. 

4. Suspected pelvic pathology. 
5. Determination of operability in gas- 
trointestinal malignancy. 

In this series of 69 cases there were four 
complications observed, a total of 5.8 per 
cent. Two of these were of minor im- 
portance, being subcutaneous emphysema 
which subsided spontaneously in a few 
days’ time. One was a hematoma around 
the site of the abdominal wound and mod- 
erate bleeding into the peritoneal cavity 
from the biopsy site. This patient had 
metastatic carcinoma to the liver. He died 
several weeks later, his death not being 
attributed to this complication. One case 
in which death occurred two and one-half 
days after the examination due to recur- 
rent shock is considered as a fatality in 
this series. This patient had tuberculosis 
of the lung with cavitation and far ad- 
vanced cirrhosis of the liver. Consequently 
the mortality rate of this series is 1.4 per 
cent. 

Only 12, or 17.4 per cent, of the 69 cases 
were subsequently subjected to a laparo- 
tomy for either diagnostic or therapeutic 
purposes. This is not considered frequent 
enough to detract from the procedure as 
a primary method of diagnosis. 

ILLUSTRATIVE CASES 
CASE NO. 1 

A 57 year old white male was admitted to the 
hospital on October 12, 1946, with the complaint of 
pain in the right lumbar region for three weeks. 
He had a past history of carcinoma of the nose. 


Examination revealed a one centimeter ulcer on 
the right side of the nose and a 5.5 by 15 centi- 
meter ulcer encircling the right leg. The liver 
was felt 10 centimeters below the costal margin. 
A biopsy of the nasal lesion showed basal cell car- 
cinoma. At peritoneoscopy, the liver was greatly 
enlarged with large nodules on the surface. A 
biopsy was taken and reported as anaplastic small 
cell carcinoma. He was discharged on December 
10, 1946. 
CASE NO. 2 

A 44 year old white male was admitted Febru- 
ary 9, 1945, with a pain in the abdomen for six 
weeks, vomiting at the onset of the illness, and pro- 
gressive swelling of the abdomen. There was a 
history of alcoholism. Examination showed a dis- 
tended abdomen with a fluid wave, no organs being 
palpable. At peritoneoscopy, the liver was small 
with coarse lobulations. A biopsy was taken from 
the liver and the pathologic report was cirrhosis of 
liver. He was discharged February 22, 1945. 


CASE NO. 3 

A 19 year old colored female was admitted De- 
cember 29, 1945, with the chief complaint of an ab- 
dominal mass for one year, occasional vomiting, 
bleeding gums and excessive menses for two or 
three weeks. Examination showed a few nodes in 
the neck, mandibular, and inguinal regions. The 
liver was palpable four fingers below the rib mar- 
gin and the spleen was not definitely felt. The blood 
count, urinalysis, and liver function tests were nor- 
mal. The Kahn and Wassermann were four plus. A 
peritoneoscopic examination and liver biopsy on 
January 16, 1946, were inconclusive except for the 
finding of a greatly enlarged and coarsely nodular 
liver. A repeat peritoneoscopy on January 31, 1946, 
showed the same findings and a non-umbilicated 
area on the left side of the interlobar fissure was 
biopsied. The pathologic report was carcinoma con- 
sistent with hepatic origin. She was discharged 
on February 11, 1946. 


CASE NO. 4 
A 25 year old colored female was admitted on 
October 3, 1945, with the complaint of abdominal 
pain and swelling of the abdomen for three weeks, 
associated with headache. Examination showed a 
distended abdomen with a fluid wave and shifting 
dullness. An EPA of the chest was negative. At 
peritoneoscopy on October 11, 1945, small ex- 
crescences on the peritoneum, uterus, tubes, and left 
ovary were seen. The peritoneum over the uterus 
was biopsied, and the pathologic report was tuber- 
culosis. She was discharged on October 16, 1945, 
with the diagnosis of tuberculous peritonitis. 
CASE NO. 5 
A 47 year old colored female was admitted to 
the hospital on February 8, 1947, with the history 
of a chronic iiiness for three years. She com- 
plained of a chronic cough with an occasional hem- 
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optysis, pain in the chest, 75 pounds of weight lost, 
and intermittent fever with an occasional chill. 
Within the past few months epigastric pain, nausea 
and vomiting had occurred and reddish brown 
plaque-like lesions had developed on the face and 
trunk. Examination showed the previously de- 
scribed skin lesions, a pterygium on the right eye, 
cervical and inguinal adenopathy, enlarged parotid 
gland, tubular breath sounds in the hilar regions, 
a liver palpable below the umbilicus and an ul- 
cerated lesion on the posterior lip of the cervix. An 
EPA showed hilar adenopathy and infiltration in 
the right lung field. The total protein was 9.53 
grams with 3.5 grams of albumin. The clinical 
diagnosis was Boeck’s sarcoid. On February 13, 
peritoneoscopy was done, at which time the liver 
was greatly enlarged and was covered with a gray- 
ish, white fibrinous exudate. The surface was 
firm. The spleen was normal. Biopsy of the liver 
was done and the pathologic report showed Boeck’s 
sarcoid. Subsequent skin and cervical biopsies 
were inconclusive for Boeck’s sarcoid. She was 
discharged on March 7, 1947, as generalized sar- 
coidosis. 
CASE NO. 6 

A colored female, aged 37, was admitted January 
28, 1947, with the complaint of a “knot” in the 
epigastrium associated with a dull pain for one 
month. Examination showed a nodular tumor in 
the epigastrium that moved with respiration. A 
lower midline scar was present at the site of a pre- 
vious operation for a hysterectomy. Pelvic exami- 
nation showed a normal cervix. The Wassermann 
was four plus. Peritoneoscopy on February 5, 
1947, showed the liver to be enlarged four fingers 
below the costal margin and three whitish nodules 
present, two in the right lobe and one in the left 
lobe. The mass in the left lobe was biopsied and 
the pathologic report was consistent with gumma. 
She was discharged February 17, 1947, with the 
diagnosis of gummata of liver. 


SUMMARY 


In conclusion we have presented a brief 
analysis of 69 peritoneoscopies and have 
referred briefly to the literature. From the 
above data it is felt that peritoneoscopy 
is a valuable type of endoscopic examination 
when the indications for its use exist. 
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ACUTE MASTOIDITIS* 


SECONDARY TO FRACTURE OF THE 
MASTOID 


CLIFFORD VEDRENNE, M. D. 
AND 
JACK R. HAYS, M. D. 


NEW ORLEANS 


This is a case of a simple fracture of the 
mastoid, which with its disturbed physiol- 
ogy, breaking down of normal barriers to 
the spread of infection, and hematoma 
formation made an ideal environment for 
the rapid spread of superimposed infectious 
process in the mastoid. 


REPORT OF A CASE 

An 11 year old colored male was first seen on 
Saturday, March 29, 1947, complaining of severe 
pain in the left ear. He had been struck two 
months prior to that date by a golf club over the 
left mastoid. There was pain, swelling, and red- 
ness in this region lasting for approximately one 
week and then subsiding. There was no discharge 
of any sort from the ear at this time. 

Three weeks before coming to the hospital the 
patient developed left otalgia with purulent dis- 
charge while suffering a cold in the head. He had 
been treated by his local physician with white tab- 
lets and a liquid medicine. The otalgia and dis- 
charge had subsided in five days. 

Two days prior to admission pain again started 
in the left ear with swelling behind it and fever. 

His review of other systems, family and social 
histories were non-contributory. 

In his past history there was no suggestion of 
otological pathology prior to the present illness. 

Upon arrival at the ward his temperature was 
100.2° F. His pulse rate was 120, and his respira- 
tory was 22. Im general, he appeared to be a 
rather well-developed, though somewhat thin col- 
ored male of about his stated age of 11 years. He 
did not appear acutely ill. Positive physical find- 
ings were limited to the left ear and mastoid ex- 


*Read before the E. E. N. T. Staff of Charity 
Hospital, New Orleans, May 21, 1947. 
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cept for a slight pharyngeal infection and a left 
precervical lymphadenopathy. Examination of the 
heart and lungs was clinically negative, and fundu- 
scopic examination revealed no vascular conges- 
tion or papilledema. 


Hearing was somewhat decreased in the left 
ear. There was angulation of the auricle, with 
post-auricular redness, heat, and swelling. Tender- 
ness was present over the tip and antral regions, 
though more exquisite over the antrum. Fluctua- 
tion was also noted over the region of the antrum. 
There was a sagging of the posterior-superior ex- 
ternal auditory canal wall. The tympanic mem- 
brane was dull, thickened, red, and bulging, the 
bulging being more pronounced in the attic region. 

Roentgenograms taken on admission consisted 
of Law views of the mastoids, posterior-anterior 
and left lateral views of the skull, and an erect 
posterior-anterior view of the chest. With the as- 
sistance of the two radiologists on duty that Sat- 
urday afternoon these films were examined. No 
fracture line was identified. Only clouding with 
loss of cellular detail and destruction in the left 
mastoid was identified. The chest plate revealed 
no pathology. 

Hematologic examination performed on admis- 
sion showed a red blood count of 3,800,000, a white 
blood count of 9200 with 76 per cent polymorpho- 
nuclear leukocytes, 2 per cent eosinophiles, and 22 
per cent lymphocytes. Urinalysis was negative. 
Blood for Kline test taken on admission was later 
reported as negative. A blood culture taken on 
admission was also later reported as negative. 

On the afternoon of arrival at the hospital 
(March 29, 1947) a preoperative diagnosis of 
acute mastoiditis with post-auricular subperiosteal 
abscess was made and the patient scheduled for a 
simple mastoidectomy that afternoon. The left 
mastoid region was shaved in the customary man- 
ner, and the patient was pre-medicated with 1/400 
grain of atropine sulfate. Under vinethene and 
ether vapor general anesthesia, the left mastoid 
region was prepared with ether and merthiolate 
tincture and draped in the usual manner. 

A myringotomy was performed at the site of 
preference freeing sero-sanguinous exudate. Cul- 
ture was sent to the Pathology Department which 
was later reported “no growth.” 

A Beck type post-auricular mastoid incision was 
made down through the periosteum. A sub-peri- 
osteal abscess was entered freeing frank yellow 
pus. A specimen of this pus was sent also to the 
Pathology Department, also later reported, “no 
growth.” A fracture was found extending through 
the posterior bony canal wall above and extending 
posteriorly and inferiorly downward across the tip 
of the mastoid. A dehiscence was present in the 
inferior part of the sieve area through which puru- 
lent exudate exuded. This defect was from 8-10 
mm. in diameter. Some attempt at callus forma- 
tion was encountered. The remains of the mastoid 


cortex were removed with a curette, revealing a 
necrotic process which had completely removed the 
cellular structures of the mastoid. The remainder 
of the zygomatic cells together with the perisinus 
cells, periantral cells, and tip cells were exen- 
terated. The sinus plate and tegmen were cleaned. 
Antrostomy was performed, and the necrotic con- 
tents of the antrum removed. The fracture was 
found to enter the antrum and to continue through 
the inner table between the antrum and the sinus 
where an epidural abscess was uncapped exposing 
an area of dura about 1.5 cm. in diameter. The 
wound was cleansed with 1:1000 aqueous mer- 
thiolate solution. A spirally cut soft rubber tube 
drain was placed in the antrum and allowed to ex- 
tend through the dependent portion of the mas- 
toid incision. The incision was closed with inter- 
rupted No. 2 black silk sutures and mastoid dress- 
ing applied. The patient was returned to the ward 
in good condition. 


Postoperative course was relatively uneventful. 
The patient was afebrile from the second postoper- 
ative day on. No discharge was ever present from 
the external auditory canal. Part of the sutures 
were removed on the fifth postoperative day. The 
remainder were removed on the sixth postoperative 
day. The post-auricular drain was left out on the 
twelfth postoperative day. On the seventeenth 
postoperative day the drum and post-auricular 
wound were both well healed. Audiogram done 
twenty-five days after surgery showed hearing to 
be normal and slightly better in the left ear than in 
the right. There has been no trouble with the left 
ear since. 

Postoperatively 2,000,000 units of penicillin 
were given in doses of 20,000 units every three 
hours intramuscularly, together with a total of 38 
grams of sulfadiazine in doses of 1 gram every 
six hours. Alkalinity was maintained with sodium 
bicarbonate, and fluid balance was carefully 
watched. Nasal shrinkage was elicited through the 
aid of ephedrine nose spray. Immediately after 
operation a transfusion of 500 ¢.c. type O whole 
blood was administered. 

Postoperative roentgenograms 
study the operative defect. 


were made to 
DISCUSSION 

A direct blow on the mastoid, such as 
this patient experienced, of sufficient force 
to cause a fracture, may result in either im- 
mediate or delayed complications, or both. 
The immediate complications will depend 
upon the extent and direction of the frac- 
ture line and whether or not important 
structures are injured in its path. The 
thickness of the mastoid cortex and the 
type of development of the air cells, as well 
as the strength of the force applied and the 
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speed and size of the object causing the im- 
pact, will have a bearing on the direction 
and extent of the fracture, which will fol- 
low the path of least resistance. A thick 
cortex will obviously offer more resistance 
than a thin one, while a pneumatic mas- 
toid will fracture more readil? and more 
extensively than a sclerotic one. A rifle 
bullet, traveling at high speed, will pene- 
trate the bone with very little or no shat- 
tering. On the other hand, a relatively large 
object, traveling at a slower speed, may 
produce a fracture line radiating in vari- 
ous directions. L. Bathe Rawling, cited by 
Wm. J. Mellinger,! claims that it will, in 
general, tend to pass through the outer cor- 
tex, jugular foramen, along the petro-occip- 
ital suture, and then through the body of 
the sphenoid. It may pass in other direc- 
tions, such as the wall of the external audi- 
tory meatus, the mastoid antrum, the mid- 
dle ear, the tegmen tympani, the inner mas- 
toid cortex, the sinus plate, and longitudi- 
nally along the petrous pyramid, passing 
by or through the bony labyrinth and 
cochlea. 


Important soft structures may be injured 
along the course of the bony defect. There 
will be local hemorrhage into the contigu- 
ous structures. The membrana tympani 
may be lacerated or ruptured, accompanied 
by hemorrhage through the external audi- 
tory meatus. The facial and auditory 
nerves, as well as the vagus or glossophar- 
yngeal nerves, may be lacerated or infil- 
trated by edema or hemorrhage. The mem- 
branous labyrinth and the organ of Corti 
may be lacerated or may be the seat of 
hemorrhage, especially at the first turn of 
the cochlea. Vascular structures, such as 
the lateral sinus, jugular bulb, superior 
petrosal sinus, inferior petrosal sinus, or 
the carotid artery may be torn and cause 
serious hemorrhage. 

This natient was fortunate enough to 
escape injury to important soft structures 
and organs. However, he illustrates the 
danger of delayed infectious complications. 
His fracture extended through the mastoid 
cells, both the inner and the outer cortex, 
the mastoid antrum, and the posterior bony 


wall of the external auditory meatus. Thus 
the pathway for infection to spread was 
opened from beneath the external peri- 
osteum through the air cells and antrum 
to the epidural space. The injury itself, 
plus the accompanying hemorrhage into the 
cells, antrum and middle ear, resulted in an 
area of lowered local resistance. Therefore, 
the stage being set, with the advent of an 
acute upper respiratory infection five or 
six weeks later, it was a comparatively easy 
matter for the infection to invade the mid- 
dle ear and spread along the prepared area, 
resulting in acute suppurative otitis media 
and mastoiditis, subperiosteal abscess and 
epidural abscess. 
REFERENCES 
1. Mellinger, William J.: The base of the skull. with 


particular reference to fractures, Ann. Ortol., Rhin. & 
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DICUMAROL 


THE USE OF DICUMAROL IN THE PREVEN- 
TION AND TREATMENT OF 
INTRAVASCULAR CLOTTING AND 

‘ EMBOLISM 


SAMUEL A. ROMANO, M. D.+ 
NEW ORLEANS 


The object of this paper is to discuss the 
use of dicumarol [3-3’-methylene-bis (4- 
hydroxycoumarin) ] in the prevention and 
treatment of postoperative thrombo-em- 
bolism. Intravascular clotting has always 
been a serious problem both in medicine 
and in surgery. In recent years the in- 
creased number of operative procedures 
performed on patients in the older age 
group has made intravascular clotting an 
even more serious problem to the surgeon. 
Many measures are employed to reduce the 
incidence of this complication. Preoperative 
measures include the correction of fluid 
and electrolyte balance, removal of foci of 
infection, maintenance or reestablishment 
of normal cardiovascular function and cor- 
rection of anemia or blood dyscrasias. Dur- 
ing operation, prevention or correction of 
circulatory collapse and of dehydration, min- 


+From the Department of Surgery, Louisiana 
State University School of Medicine. 
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imal traumatization of tissue, and the avoid- 
ance of chilling are important considera- 


tions. In the postoperative state early 
ambulation, maintaining the patient in a 
Trendelenburg position until he can active- 
ly flex and extend the lower extremities, 
deep breathing, compression bandages ap- 
plied to the extremities, active and passive 
movements of the lower extremities, and 
application of heat to the abdomen are 
measures used.to decrease the incidence of 
postoperative thrombosis. In recent years 
vein interruption and anticoagulants have 
been advocated both as preventive and as 
therapeutic measures for intravascular clot- 
ting and embolism. The last two measures 
are the subjects of many articles in the 
current literature. 


Femoral vein ligation decreases markedly 
the incidence of postoperative pulmonary 
embolism. In patients with suppurative 
thrombosis, the treatment of choice is liga- 
tion of the vein proximal to the infected 
thrombus.” However, anticoagulants have 
produced such excellent results both in the 
prevention and in the treatment of bland 
thrombosis and embolism that the rationale 
of the added operative procedure necessary 
for vein ligation is questioned.* A compari- 
son of the results obtained prophylactically 
with femoral vein ligation and with dicuma- 
rol therapy is given in table 1. Table 2 is 

TABLE 1 


COMPARISON OF PROPHYLACTIC MEASURES 
AGAINST POSTOPERATIVE THROMBOEMBOLISM 


No. Venous Fatal 
Cases Thrombosis Embolism 
Femoral Vein 
Ligation! 458 5 (1.1%) 1 (0.2%) 
Dicumarol® 1,114 2 (0.2%) 0 


a comparison of the results obtained with 
femoral vein interruption and dicumarol 
therapy in the treatment of postoperative 
thrombosis and non-fatal embolism. Figures 
quoted for vein interruption are taken from 
the last report of A. W. Allen and his group 
at Boston.' The figures given for dicumarol 
therapy are from the last report by E. V. 
Allen and his associates at the Mayo Clinic.* 
Of the 572 patients treated with dicumarol 
listed in table 2, 292 had non-fatal embolism 
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before treatment was started. Of these 
only 3 patients developed subsequent 
venous thrombosis and only 1 patient de- 
veloped subsequently a fatal embolism. 


TABLE 2 


RESULTS OF TREATMENT OF POSTOPERATIVE 
THROMBOSIS AND EMBOLISM 


Subsequent Subsequent 
No. Thrombo- Fatal 
Cases embolism Embolism 
Femoral vein 
Ligation! 1,060 53 (5%) 5 (0.5%) 
Dicumarol*® 572 11 (1.8%) 1 (0.2%) 


Comparable results using heparin as an 
anticoagulant are reported by Murray,* 
Jorpes® and others. In a control series of 
untreated non-fatal embolism, 19 per cent 
developed subsequent fatal embolism and 
44 per cent subsequent venous thrombosis.® 

Dicumarol and heparin are the anticoagu- 
Jants currently available for clinical use. 
The advantages and disadvantages of the 
two drugs are listed in table 3. A disad- 
vantage of both is that hemorrhage may 
result from their use. 


TABLE 3 


ADVANTAGES AND DISADVANTAGES OF HEPARIN 
AND DICUMAROL 


Heparin Dicumarol 
1. Can be administered 1. Administration must be 
without laboratory con- carefully controlled by 
trol. laboratory tests. 


2. Immediate effect on the 2. Effect delayed 24-48 
blood. hours or longer. 
5. Effect on blood lost 3. Effect persists for two 


within an hour after to ten days after with- 
withdrawal. drawal. 
4. Can be given only par- 4. Can be given only orally. 
enterally. 5. Necessary dosage costs 
>. Is expensive. only a few cents a day. 


MODE OF ACTION OF HEPARIN AND DICUMAROL 

The exact mechanism of the anticoagu- 
lant effect of heparin is not known. Accord- 
ing to Loewe and Hirsh’ it prevents the 
formation of thromboplastin from platelets 
and acts both as an antiprothrombin and as 
an antithrombin. The exact mechanism of 
the action of dicumarol is unknown but its 
effect on the blood is a depression of the 
prothrombin concentration. 


CONTRAINDICATIONS TO THE USE OF DICUMAROL 
The following are considered contraindi- 
cations to the use of dicumarol: (1) Bleed- 
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ing from any cause; (2) purpura of any 
type; (3) the presence of renal insuffi- 
ciency; (4) the presence of jaundice if as- 
sociated with prothrombin deficiency; (5) 
hepatic cirrhosis or hepatic insufficiency; 
(6) recent operations on the brain or cord; 
(7) subacute bacterial endocarditis. Di- 
cumarol must be administered with caution 
in the presence of ulcerative lesions, of open 
wounds or of potential bleeding surfaces. 
Fever or toxemia enhances the action of 
the drug. 


ADMINISTRATION OF DICUMAROL 

The purpose of dicumarol therapy is to 
depress the prothrombin concentration to a 
level sufficiently low to prevent intravascu- 
lar clotting and at the same time maintain a 
level high enough to prevent bleeding. To 
do this the prothrombin level should be 
maintained between 10 and 30 per cent of 
normal. Because of marked variation among 
different patients in sensitivity to dicuma- 
rol, dosage is an individual problem with 
each patient. Dicumarol should not be used 
unless daily and consistently comparable 
prothrombin determinations are available. 
Without such tests it is impossible to know 
if the prothrombin concentration is de- 
pressed sufficiently to prevent clotting or 
if it is so depressed that serious bleeding 
may occur. The total amount of drug to be 
administered in one day should be given in 
one dose. 


DETERMINATION OF THE PROTHROMBIN LEVEL 


Quick’s method or one of its modifica- 
tions is used for prothrombin determina- 
tion. An understanding of the method 
employed to estimate prothrombin concen- 
tration and of the interpretation of the test 
is necessary for proper use of dicumarol. 
The present day conception of blood clotting 
may be expressed by the simple formula: 


Prothrombin + thromboplastin + Ca++ — thrombin 
Thrombin + fibrinogen —> fibrin. 


In Quick’s test® all components: necessary 
for clotting are present in excess except 
prothrombin. The test is performed as 
follows: 4.5 c.c. of blood is obtained by 
venepuncture and mixed with 0.5 c.c. of 
0.1 molar sodium oxalate solution. The 
oxalated blood is then centrifuged at low 
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speed for a few minutes. One-tenth c.. of 
plasma is added to 0.1 c.c. of thromboplastin 
solution in a test tube 100 x 13 mm. The 
thromboplastin can be prepared in the lab- 
oratory or a commercial preparation may 
be used. The plasma-thromboplastin mix- 
ture is placed in a water bath at 37.5° C. 
for one minute. Using a short serologic 
pipette 0.1 ¢.c. of 0.02 molar calcium chlo- 
ride solution is forcibly blown into the 
plasma-thromboplastin mixture. The tube 
is rocked from side to side. The time re- 
quired for the formation of a clot after the 
addition of the calcium chloride solution is 
the prothrombin time or the clotting time. 
A stop-watch is used to determine the num- 
ber of seconds required for clotting. This 
test is repeated on serial dilutions of normal 
plasma with isotonic saline solution and the 
clotting times recorded on a graph. Figure 
1 is a typical curve obtained with serial 


PROTHROMBIN TIME IN SECONDS 





PERCENTAGE PROTHROMBIN CONCENTRATION 


FIG. 


dilutions of normal plasma. The curve 
varies with the activity of the thromboplas- 
tin solution. Each new batch of thrombo- 
plastin must be standardized. Because 
thromboplastin solutions are unstable their 
activity should be frequently rechecked. 
When the clotting time for an unknown 
plasma is obtained, the percentage of nor- 
mal concentration of prothrombin can be 
determined by referring to the standardiza- 
tion curve. Prothrombin should be reported 
in per cent of normal concentration and 
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not in seconds. Figure 2 contains curves 
obtained with three different thromboplas- 
tin preparations. Reference to figure 2 re- 
veals why it is dangerous and confusing to 
report prothrombin in seconds rather than 
in per cent of normal concentration. Forty 
seconds in Laboratory A represents 9 per 
cent normal concentration, in laboratory 
B,30 per cent normal concentration, and 
in laboratory C,18 per cent normal pro- 
thrombin concentration. 


70 
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PROTHROMBIN ACTIVITY OR CONCENTRATION IN 
PERCENT (DETERMINED BY TESTS ON SERIAL 
DILUTION OF NORMAL PLASMA) 


FIG. 2. 


Bleeding occurs with prothrombin con- 
centrations of 10 per cent or lower.’ Be- 
tween the levels of 10 and 30 per cent of 
normal, intravascular clotting is unlikely 
to occur.” In dicumarol therapy the pro- 
thrombin level should be maintained near 
20 per cent of normal. 


Modifications of Quick’s original test 
such as the Magath * and the Link" modi- 
fications are quite satisfactory as a guide 
in dicumarol therapy. Smith’s bedside 
modification’? is not suitable. Russel’s viper 
venom (stypven) has been used as a sub- 
stitute for tissue thromboplastin in pro- 
thrombin determinations, ‘* It offers an 
advantage over thromboplastin from tissue 
extracts in that it is much more stable and 
with its use it is easier to determine the 
end-point in the weaker concentrations of 
prothrombin. 


PERCENTAGE PROTHOMBIN CONCENTRATION 
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THE DOSAGE OF DICUMARQOI 
For prophylaxis against thrombo-embo- 
lism dicumarol is started on the second post- 
operative day. Each day before dicumarol 
is administered, a prothrombin determina- 
tion must be done. The following routine 
is recommended :* 300 mgm. of dicumarol 
is administered the first day; 200 mgm. 
dicumarol on the second day; 200 mgm. of 
dicumarol are administered each succeeding 
day that the prothrombin concenration is 
greater than 20 per cent. If prothrombin 
concentration is less than 20 per cent of 
normal, no dicumarol is given that day. 
If the prothrombin concentration is less 
than 20 per cent, but the level is rapidly 
rising, dicumarol may be administered; if 
the level has been rapidly falling even 
though the level is a little above 20 per cent 
dicumarol should be omitted that day. Fig- 
ure 3 illustrates a typical prothrombin re- 
sponse to dicumarol and the method of 
adjusting the dosage. 
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FIG. 3. 


Prothrombin depression should be con- 
tinued two to seven days after the patient 
is ambulatory. When prothrombin con- 
centration returns to normal, there is no 
further protection against thrombosis. Pre- 
vious administration of dicumarol has no 
effect on subsequent use of the drug. Pa- 
tients have been carried with prothrombin 
levels between 10 and 30 per cent for as 
long as three months without any untoward 
effects.°® 
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THE SIMULTANEOUS USE OF DICUMAROL AND 
HEPARIN 


Because the effect of dicumarol after oral 
administration is delayed twenty-four to 
forty-eight hours or longer, heparin is given 
simultaneously with dicumarol when a 
rapid anticoagulant effect is desired. As 
soon as dicumarol depresses the prothrom- 
bin concentration sufficiently, heparin may 
be discontinued. When using both anticoag- 
ulants, blood samples for prothrombin de- 
terminations should be drawn two or three 
hours after the last dose of heparin to avoid 
the effect of heparin itself upon the clotting. 

BLEEDING AS THE RESULT OF DICUMAROL 
THERAPY 

In 1000 cases in which dicumarol 
was used, Barker® reports an incidence 
of 4 per cent of mild bleeding (mild 
epistaxis, microscopic hematuria, slight ooz- 
ing from the wound), and a 2.5 per cent 
incidence of major bleeding (usually bleed- 
ing from the wound). All cases of major 
bleeding occurred in patients with a pro- 
thrombin concentration under 10 per cent 
of normal. 

CONTROL OF BLEEDING DUE TO DICUMAROL 

THERAPY 

If bleeding develops during the course of 
dicumarol therapy, repeated fresh blood 
transfusions and the intravenous adminis- 
tration of 64 milligrams of vitamin K 
should promptly control it. Stored blood 
rapidly loses its prothrombin concentration 
and is not suitable for use in this emer- 
gency. If an urgent operation is indicated 
in a patient receiving dicumarol the drug 
is stopped, large doses of vitamin K intra- 
venously and fresh blood transfusions are 
given repeatedly until the prothrombin con- 
centration reaches a safe level of 30 per cent 
or above. 

OTHER INDICATIONS FOR THE USE OF DICUMAROL 

In addition to its use in postoperative 
thrombo-embolism, anticoagulant therapy 
has other uses in the field of surgery. It is 
useful after blood vessel anastomosis, after 
traumatic injury to vessels, and in sudden 
arterial occlusions. Its usefulness in chronic 
occlusive arterial disease has not been fully 
evaluated. In summary, when intravascular 


clotting or embolism is a potential danger 
or has actually developed, anticoagulant 
therapy is indicated. 
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THE Rh FACTOR IN CLINICAL OB- 
STETRICS AND GYNECOLOGY* 


J. W. DAVENPORT, JR., M. D.+ 
NEW ORLEANS 





At the grave risk of being accused of mak- 
ing a deliberate understatement (which, 
of course, it is) I submit that Rh terminolo- 
gies and genetic theories continue in a state 
of delightful uproar hardly calculated to 
soothe the professional ears of busy clin- 
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icians Or amuse them with various cabalis- 
tic symbols which jump around like fleas 
on a hot stove and at times make about as 
much sense. 

If it please you, then, we shall try to 
ignore such distractions and consider Rh 
facts which are reasonably well established 
and of interest in relation to the cause and 
prevention of disease. 

We can begin by glancing over the more 
familiar Rh landmarks, pausing here and 
there to meditate on the cussedness of na- 
ture in general and Rh in particular (for, 
indeed, until monkeys took to associating 
with people, blood banking was a pleasant 
career in nowise like the mad rushing about 
nowadays trying to get enough Rh— blood 
to go around!) : 

1. Relationship of Rh Factor to an ag- 
glutinogen present in Rhesus monkey ery- 
throcytes.! 

2. Independent status of Rh relative to 
A. B, M, N, and other factors.*: * 

3. General incidence in white race: 85 
per cent Rh+.? 

4. High antigenicity in man.® 

5. Absence of naturally occurring Rh 
antibodies in the blood.® 

6. Relationship to hemolytic transfusion 
reactions.* 

7. Relationship to hemolytic disease of 
the newborn (erythroblastosis fetalis, icter- 
us gravis neonatorum, hydrops fetalis.)* 

8. Secretion of Rh antibodies in breast 
milk of isoimmunized mothers.* 

9. Rh antigen demonstrable in certain 
organs and body fluids of some Rh-+ people 
as well as in their erythrocytes.* ° 

10. Rh actually a complex or mosaic of 
closely related agglutinogens.* 

11. The definite reciprocal relationship 
between the Rh Complex and the Hr Factor 
of Levine.? 

Now let us consider the basic require- 
ments for Rh isoimmunization. First, there 
must be a mechanism for antigenic trans- 
fer. This may take place by pregnancy 
and/or blood transfusion. Secondly, the 
donor (fetal) erythrocytes must possess an 
antigen absent from the red cells of the re- 
cipient (mother). 
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The rapidity and intensity of the re- 
sponse is controlled by individual antibody 
production, a widely variant property. 
About 50 per cent of all Rh— people are 
capable of sensitization if adequately ex- 
posed.?2 

Rh SUBFACTORS 

The Rh Complex is comprised of three 
major subfactors, named in Wiener’s pres- 
ent terminology Rh,, Rh’ and Rh”.* These 
were identified by means of antisera of dif- 
ferent specificities discovered in the bloods 
of various sensitized individuals, chiefly 
the mothers of erythroblastotic infants. The 
three antisera take their names from their 
specific antigens,* as shown in table 1. 


TABLE 1 


Kh agglutinogens Rh, Rh’ Rh” 
Antibodies produced anti-Rh, anti-Rh’ anti-Rh’”’ 
Per cent + reactions (white) 85 70 30 
Per cent —reactions (white) 15 30 70 


Even as one may possess either the A or 
B factor or both of them, so do the Rh 
agglutinogens exist singly or in combina- 
tion in the red cells of any given person. 
The absence of any one or more of these 
agglutinogens from the blood cells of an 
individual fulfills a basic requirement for 
isoimmunization. 

The three most frequent combinations of 
Rh agglutinogens in the white race are as 
follows :° 


Per Cent 

Ds nw bianca ee acoriad 55 
eer 15 

ie EE bv nc waeswews 15 

The rare combinations are: 

DE os nk enwndeenew ede 2 
cence sb abeweanees 1 
ge ee 0.5 

f . ae er 0.01 


Persons lacking all three of the agglu- 
tinogens are “true” Rh Negatives and 
comprise about 13 per cent of the white 
population.® 


It is fortunate that the anti-Rh, (85 per 
cent) serum is the most frequently en- 
countered. As Levine’ states, this serum 
alone serves as a diagnostic reagent in 92 
per cent of all cases of erythroblastosis, 
showing the father and affected infant to 
be Rh + and the mother Rh —. Similarly 








512 


it serves in diagnosing the Rh status in 
hemolytic transfusion reactions. 

For practical purposes any patient whose 
blood fails to be agglutinated by anti-Rh, 
should be considered as “clinically” Rh — 
and so treated if in need of transfusion. 
Actually such person may belong to one of 
the rare subtypes such as Rh’ or Rh”. The 
important thing is to avoid administering 
blood containing an Rh factor absent from 
the blood of the recipient. 

Rarely found alone, Rh’ and Rh” anti- 
bodies occasionally appear with anti-Rh, in 
the blood of a sensitized Rh— individual. 
A serum with anti-Rh, and anti-Rh’ has a 
specificity of 87 per cent, while anti-Rh, 
with anti-Rh” gives about 85.5 per cent 
positive reactions. 


Rh ANTIBODIES 
At present it is possible to identify two 
varieties or types of Rh antibody: 
1. Simple immune antibodies (saline ag- 
glutinins) 
a. Appear in early Rh sensitization. 
b. Agglutinate Rh-+ cells in saline 
(and other watery media’) 
c. Are heat labile. 


d. Tend to disappear from circulation 

in three months to two years. 
2. Hyperimmune antibodies (*) 

a. Result from more prolonged isoim- 
munization. 

b. Combine with (block) Rh-+ cells in 
aqueous media without visible ag- 
glutination. 

c. Are heat stable. 

d. Visibly agglutinate Rh-+ cells sus- 
pended in protein medium (plasma, 
serum albumin.) 

e. Persist much longer than immune 
antibodies and usually replace them 
completely after a lapse of time fol- 
lowing repeated exposures. 





*(Synonyms: Blocking,!° incomplete,!! coating,? 
albumin!? antibody; conglutinin, glutinin.!*) 
Rh AND Hr 
By means of the original anti-Rhesus or 
human anti-Rh, sera, white individuals 
were simply divided into Rh+ and Rh—. 
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Wiener’s original genetic theory held that 
the gene determining Rh+ was dominant 
over a gene determining Rh—. or absence 
of Rh?. Such is not the case. for while there 
is an absence of Rh agglutinogen in Rh— 
cells there is actually another. reciprocally 
related agglutinogen present. 

This factor was first reported by Levine 
in 1942 following investigation of erythro- 
blastosis in the infant of an Rh+ mother. 
In this and subsequent similar cases studied 
by Levine,’ Race™ and others the serologic 
picture was like this: 


er Rh-+ or Rh 
Mother .....c ccc cen Rh+ 
eee Rh+ 


Maternal sera showed atypica!] antibodies 
against all Rh— bloods and various num- 
bers of Rh-+ bloods. 

Since this newly discovered factor bore 
a striking reciprocal relationship with Rh, 
Levine named it Hr. It seems quite definite 
now that Hr is also a complex agglutinogen 
and that there is a reciprocal Hr subfactor- 
for each Rh subfactor. Factors Hr,, Hr’, 
and Hr” have been encountered.”: ?*: 4 


Like their Rh counterparts, Hr antibodies 
occur in both immune and hyperimmune 
forms. If one will think of Rh and Hr as 
single agglutinogens their relationship is 
clarified when its analogy to the M-N rela- 
tionship, as first visualized by Levine,’ is 
eutlined as in table 2. 

TABLE 2 
REACTION WITH ANTISERA 


( Geno- 

Type Anti-M = Anti-N type) 
M+ (N—) os () (MM) 
(M—) N+ 0 +4. (NN) 
M+ N+ + ae (MN) 

REACTION WITH ANTISERA 

Type Anti-Rh Anti-Hr (Genotype) 
Rh+ (Hr—) + 0 (RhRh) 
(Rh—) Hr+ 0 oe (HrHr) 
Rh+ Hr+ + + (RhHr) 


(Co-equal mendelian dominants. No recessivism.) 
ABSTRACTS OF ILLUSTRATIVE CASES 
CASE No. 1 
Mrs. D. D., white, 26 years, para 2, grav 2. No 
prior history of transfusion. 
1942—Normal pregnancy and delivery. Child living 
and well. 
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1945— (October) —Hydropic female infant, expired 
two minutes after normal delivery. Preg- 
nancy had been uneventful. 


SKROLOGIC STUDY 


Q =) ) r) i) 

= = 3 3 | 

g - 2 & &. 

a=] 2) eS es) eo 

= = = a | 
Father 0 + t 0 (RhRh) 
ist Child 0 + + (RhHr) 
Ind Child 0 + + (RhHr) 
Mother 0 ) 0 + (HrHr) 


Maternal serum: Rh agglutinins 1:64. Two days 
following delivery mother uneventfully received 
500 ec. Group 0, Rh— blood. 


"ASE No. 2 
Mrs. M. D., white, 30 years, para 3, grav 3. Two 

transfusions group compatible Rh— blood in No- 

vember 1945. 

1941—Normal pregnancy and delivery female in- 
fant. Living and well. 

1942—Normal pregnancy and delivery male infant. 
Living and well. 

1946—Normal pregnancy and delivery female in- 
fant. Living and well. 


SEROLOGIC STUDY 


anti-Rh, anti-Rh’ anti-Rh” anti-Hr’ 
Father 0 + + + + 
Ist Child 0 + + 
2nd Child 0 + + 
3rd Child 0 + + 0 + 
Mother 0 0 0 0 + 


Maternal serum: No evidence Rh antibodies on re- 
peated tests during and after pregnancy. 


DISCUSSION 


Case 1 is typical of Rh sensitization due 
to pregnancy. Since the husband is hom- 
ozygous (RhRh) the prognosis for future 
pregnancies is very poor. 


The second. ease was included for com- 
parison with the first, to illustrate indi- 
vidual variation in antibody response. The 
first patient became so highly sensitized 
that she lost her second baby as a result, 
while the second patient had three normal 
Rh+ babies and showed no evidence of Rh 
antibodies in her blood. 

“ASE No. 3 

Mrs. L. E., white, 36 years, para 0, grav 1. 
1945—Transfusion group compatible blood. No re- 

action. Rh unclassified. 


1947—Induced labor 11 days following E.D.C. De- 
livered of macerated, stillborn fetus which 
had expired some six weeks earlier. 
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SEROLOGIC STUDY 
anti-Rh, anti-Rh’ 
Husband B + + Rh+ 
Donor (1945) A + + Rh+ 
Patient A 0 0 Rh— 


Patient’s serum: 
Five months prior to E.D.C.— 
Rh hyperimmune antibody ++ 
Six days after delivery— 
Rh hyperimmune antibody ++++ 
DISCUSSION 
Here is what may result from disregard- 
ing the Rh type of a female patient in trans- 
fusion therapy. If this woman had been 
Rh typed and given Rh— blood there is lit- 
tle doubt that her baby would have been un- 
affected. This case, like numerous others 
previously reported, 16 17 18 emphasizes 
the need for routinely Rh typing all female 
patients who are to receive transfusion. 


CASE No. 4 
Mrs. J., 26 years, white, para 3, grav 3. 

1938—Normal pregnancy and delivery. Female in- 
fant, living and well. 

1940—Same. 

1942—Transfusion 500 ¢.c. group compatible blood. 
No reaction. 

1946—Normal pregnancy and delivery; female in- 
fant. Amniotic fluid and vernix dark yellow. 
Baby jaundiced in first 24 hours. Anemia. 
Recovered with transfusions of Rh— blood. 


SEROLOGIC STUDY 
anti-Rho anti-Rh’ 


Father 0 + + Rh+ (RhHr) 
Ist Child A 0 0 Rh— (HrHr) 
2nd Child 0 — + Rh+ (RhHr) 
3rd Child A 5 + Rh+ (RhHr) 
Donor A “+ + *Rh+ 

Mother A 0 0 Rh— (HrHr) 


Maternal Serum: Rh agglutinins +. Rh hyperim- 
mune antibody ++++ 
DISCUSSION 
Here is an Rh sensitization due to trans- 
fusion and pregnancy combined. The father 
is heterozygous (since one of the children 
is Rh—), and prognosis for future preg- 
nancies thereby somewhat improved. Again 
our attention is called to the potential dan- 
gers of ignoring the Rh types of female 
transfusion recipients. 
CASE No. 5 
Mrs. B. T., 33 years, white, para 2, grav 2. 
Pregnancies and deliveries had been normal. Both 


children living and well. Hospitalized May 1945 
for cholecystectomy. Reported Group A Rh+ by 
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externe. Received 500 c.c. apparently compat- 
ible A Rh+ blood during operation. Shortly 
thereafter exhibited a temperature of 101° and 
pulse rate of 160. Marked jaundice appeared on 
second postoperative day. Palpebral edema. Urin- 
ary suppression was evident early, output being 
only 70 c.c. in first 24 hours. Urine dark red due 
to hemoglobin pigment. Urinary output gradually 
increased and patient recovered. 


SEROLOGIC STUDY 


anti-Rh, anti-Rh’ anti-Rh” 
Husband + + + (Rhi’ ”) 
Patient 0 0 0 Rh—(HrHr) 


Patient’s serum on third postoperative day: 
Rh, agglutinins: 1:64 ++++ 
Rh” agglutinins: ++ 
(Children not available for testing.) 
DISCUSSION 
Several interesting things are apparent 
in this case. First is the necessity for 
accurate Rh typing. Secondly, we perceive 
that ordinary cross-matching procedures 
may fail to detect Rh antibodies. Presum- 
ably one (or both) of the children is Rh+ 
and caused the primary sensitization. Here, 
also, we see an example of two different 
specificities of Rh antibody present in the 
Same serum, 
CASE No. 6 
M. Y., 31 years, white, para 3, grav 3. 
1937—Normal pregnancy and delivery, male in- 
fant. Living and well. 
1942—Same. Due to excessive blood loss at deliv- 
ery mother was given a series of five trans- 
fusions over a period of several days. The 
first was from the husband and there was 
no untoward reaction. Patient experienced 
chills and fever during third transfusion. 
Two subsequent transfusions were received 
uneventfully. 
1945—Normal pregnancy and delivery of male in- 
fant. Baby exhibited mild anemia and ery- 
throblastemia on second day, but recovered 
without transfusion. 


SEROLOGIC STUDY 


anti-Rho anti-Rh’ anti-Rh” 
Father ON + + 0 Rh,’ 
Baby ON + + 0 Rh’ (RhHr) 
Mother ON 0 + 0 (Type Rh’) 
Rh— 


Maternal Serum: Rh agglutinins 1:16. (First 


two children not available for testing.) 
DISCUSSION 
As mentioned earlier 92 per cent of all 
cases of erythroblastosis are due to the Rh 
Factor as defined by the anti-Rh, (85 per 


cent serum.) Of the other 8 per cent Rh 
subtype sensitizations account for a small 
number. Case number 6 is in point. Al- 
though the mother possessed the factor Rh’, 
as did the father and baby, she lacked the 
Rh, component and hence could be sensi- 
tized to it. 

Other rare sensitizations are due to the 
A or B factors and to the Hr factor and the 
concluding cases are examples. 

CASE No. 7 

Quadroon, 26 years, para 2, grav 2. 
of transfusion. 

Feb. 1945—Normal pregnancy and delivery. Infant 
expired on 7th day, cause unknown to 
patient. 

Normal pregnancy and delivery. The 
baby showed deep jaundice, erythro- 
blastotic anemia. enlarged spleen on 
third day. Several transfusions of 
group compatible Rh+blood were giv- 
en. Infant expired on eighth day. 


No history 


Mar. 1946 


SEROLOGIC STUDY 
Antisera Rh, Rh’ 


Father B + + Rh-+- 
Baby B a + Rh+ 
Mother 0 + + Rh+ 


Maternal Serum: No evidence Rh-Hr. M-N anti- 


bodies. Anti-A titer 1:128 (normal), anti-B titer 
1:2048. No evidence B substance in serum of 
baby. Presumably a “non-secretor.” 


CASE Ne. § 
I. L. G., quadroon, 26 years, para 4, grav 4. 

1938—Received “several transfusions” while hos- 
pitalized for surgical treatment of Paget’s 
disease of the breast. Recalls no untoward 
reaction. 

1941—Normal pregnancy and delivery, 
Living and well. 

1943—Same. 

1945—Same. 

1946—Normal pregnancy and delivery. female. In- 
tense icterus and erythroblastotic anemia 
early in neonatal life. Full recovery follow- 
ing several transfusions of group compatible 


female. 


blood. 
SEROLOGIC STUDY 

Rh, Rh’ Rh” Hr’ 
Father O + 0 0 + Rh (RhHr) 
1st Child A + + 0 + Rh’ (RhHr) 
2nd Child 0 + + 0 + Rh,’ (RhHr) 
4th Child Oo + + © + Rh’ (RhHr) 
Mother A + + 0 @- Rh.’ (RhRh) 

Serum: Hr, agglutinins:+ (weak) 


Hr’ hyperimmune antibody ++++ 
The serum of this mother is undergoing intensive 
study in several laboratories. This case is to be 
presented in full detail later.1% 
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GENERAL COMMENT 


Nobody wants to make laboratory tech- 
nicians out of clinicians, yet the men re- 
sponsible for ordering transfusions and 
for the welfare of their obstetric patients 
and unborn infants, should be generally 
conversant with technics if for no better 
reason than the encouragement of high 
standards in clinical laboratories. In the 
earlier days of Rh, with incomplete knowl- 
adge of the problem and reliable Rh testing 
sera almost unobtainable, bizarre and un- 
certain results were frequently popping up. 
(1 popped up a good number myself). 

The passage of only a few years has made 
such things inexcusable in view of our pres- 
ent knowledge of Rh and the fact that re- 
liable testing sera are available from sev- 
eral sources. Yet a casual approach to the 
Rh problem, especially Rh typing, seems all 
too prevalent. Specifically I condemn the 
following: 

1. The tendency to rely on a single anti- 
Rh, testing serum, a condition aggravated 
by the not yet extinct custom of turning 
someone loose with a serum labeled anti-Rh 
without adequate instruction for accurate 
Rh typing and no concern about any kind of 
controls. 

2. Failure to employ routinely two or 
more of several efficient Rh typing tech- 
nics, thereby eliminating another effective 
control check on results. 

3. The use of dirty glassware. 

4. Neglect of even rudimentary aseptic 
technic in handling Rh antisera. 

5. Improperly labeled blood samples or 
samples not labeled at all and identified by 
guess and by God. 

Well, you might say, why does this fellow 
speak thus? I am sure you know the an- 
swer lies in the protection due your pa- 
tients, protection against hemolytic reac- 
tions, against the antibodies which can de- 
stroy their unborn babies. The fact that 
some transient carelessness in a laboratory 
can rob a child of life before he sees the 
light of day should be answer enough. 

Having unburdened my soul, I beg leave 
to visit your domain. It usually happens 
that a newly launched citizen becomes “the 
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pediatrician’s baby” and our colleague as- 
sumes the burden of seeing that his small 
patient receives any necessary transfusions. 
It is well established that erythroblastotic 
babies of Rh— mothers respond best to 
transfusions of antibody free Rh— blood. 
This is chiefly due to the fact that maternal 
antibodies remain in the infant's circula- 
tion for varying periods of time following 
birth and will destroy transfused Rh— red 
cells even as they destroy the baby’s ery- 
throcytes. This does not help baby any. 

Our most promising therapeutic weapon 
at present is the replacement transfusion, 
an old idea modified to bring about removal 
of the infant’s blood with constant substi- 
tution of suitable Rh— donor blood. This 
treatment seems of especial value in those 
infants in whose circulations maternal 
hyperimmune (blocking) antibodies are 
present. Diamond,’ using a small plastic 
catheter inserted in the umbilical vein, re- 
ports exceptional results in nearly 40 babies 
so treated. There is some reason to believe 
that even a partial replacement transfusion 
is of value in these cases.*! Premature de- 
livery, by induction or section. while theo- 
retically beneficial in removing the baby 
from a harmful environment. has _ not 
seemed to confer any real advantage, and 
has several obvious disadvantages. 

The obstetrician and gynecologist are 
key figures in the Rh problem. They can 
rightly demand and enforce routine Rh typ- 
ing of all their patients, regardless of age 
or marital status so that no Rh— female 
patient will be exposed to possible sensiti- 
zation by transfusion. In this connection 
it must be remembered that 5 or 10 c.c. of 
Rh-+ blood injected into the buttock of an 
Rh— baby girl is no less a potential danger 
than the administration of the same blood 
by vein. 

Prevention of pregnancy Rh immuniza- 
tion is a problem of a different sort, ap- 
proached by some with suggestions that 
premarital Rh typing be required by law 
and by others who advocate artificial in- 
semination. To me these are but make- 
shifts until such time as the biochemists 
provide us with a non-antigenic fraction of 





516 DAVENPORT—The Rh Factor 


the Rh molecule for the in vivo neutraliza- 
tion of antibodies in pregnant women. The 
development of this agent is well within the 
realms of probability. 


SUMMARY 
An Rh evaluation on each obstetric pa- 
tient should become a part of modern pre- 
natal care. The following routine is sug- 
gested: 
1. Transfusion history, with names and 
addresses of donors, if known. 
2. Routine Rh typing. 

(a). Especially for multigravidae and 
for primagravidae having his- 
tory of blood transfusion. 

Rh type husband. 

(a). When wife is Rh— 


(b). When wife is Rh+ but has his- 
tory suggesting possible isoim- 
munization. 

4. Rh typing of children. 
(a). Only when definitely necessary. 
5. Rh and/or Hr antibody tests. 

(a). When husband is Rh+ and wife 
Rh— 

(b). When husband is Rh—and wife 
is Rh+. 

(c). When both husband and wife are 
Rh+, but wife’s history sug- 
gests possible isoimmunization. 

(d). Schedule of antibody tests 
(1) During third or fourth 

month. 

(2) Repeat in sixth, seventh 
and eighth months. 

(e). Interpretation of antibody tests 
(1) If remain negative in 

eighth month, prognosis is 
excellent. Indicates absence 
of isoimmunization. 

(2) Antibodies appearing three 
months or less before term 
usually indicate possibility 
of a mild hemolytic disease, 
with ultimate prognosis 
good. 

(3) Earlier appearance of anti- 
bodies. increases unfavor- 
able prognosis. 


~~ 


(4) Titer of antibodies of no 
constant practical : signifi- 
cance. 

(a) Type of antibody is 
important since a more 
serious prognosis is re- 
flected by presence of 
hyperimmune anti- 
bodies. 

(5) Presence of antibodies at 
any time is not conclusive 
evidence that baby will be 
affected. 
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Davenport has given an excellent, complete pre- 
sentation of the subject of the Rh factor and I do 
not feel that I can add anything to his presenta- 


tion. However, I may call attention to two im- 
portant remarks which he made in closing: First, 
that every pregnant woman, in addition to the 
usual blood grouping, should have her blood exam- 
ined to determine whether she is Rh positive or Rh 
negative and second, that no girl or woman who 
may or may not have reached the childbearing 
period should have a transfusion without having 
had her blood tested for the Rh as well as the usual 
grouping and cross matching. 
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HEMATURIA* 
ITS CLINICAL SIGNIFICANCE 
C. 0. FREDERICK, M. D. 





LAKE CHARLES, LA. 


In presenting this subject for considera- 
tion, no attempt will be made to present 
anything new or unusual regarding hema- 
turia. There is an abundance of medical 
literature dealing with this important 
symptom, and all modern text books of 
urology emphasize its potential seriousness 
and usually provide a rather full discus- 
sion of its causes and treatment. 

Nevertheless, we feel that the subject of 
hematuria is of such importance to the 
medical profession that it deserves a place 
on the agenda of a general meeting, even at 
the risk of the repetition of facts and sta- 
tistics drilled into us as students and in- 
ternes, and gleaned from our medical jour- 
nals. 


At this time it is probably well to take a 
few moments to discuss briefly the types of 
hematuria recognized. Hematuria is classi- 
fied as gross or microscopic. In an attempt 
to localize the portion of the genito-urinary 
tract from which it arises, it is further de- 
scribed as initial, terminal, or total. 

In initial hematuria, blood is present only 
in the first part of the specimen voided. 
Lesions distal to the internal sphincter 
muscle are commonly responsible for initial 
hematuria. Less often the bleeding is pres- 
ent between urinations and blood flows 
from the urethra and its origin is distal to 


*Read before the sixty-seventh meeting of the 
Louisiana State Medical Society, May 13-15, 1947. 
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the external sphincter. Examples of the 
latter type are trauma to the urethra and 
new growths. 

Terminal hematuria exists when blood is 
present in the last portion of the voided 
specimen with the first part clear. Lesions 
of the prostate, posterior urethra, and blad- 
der are responsible for this type of hema- 
turia. In these instances the trigon, as- 
sisted by the perineal, and other accessory 
muscles of urination, squeeze blood out of 
a congested or ulcerated lesion or from a 
bladder tumor. 

Total hematuria denotes blood uniformly 
distributed throughout urination. It is most 
often due to lesions of the bladder, or one, 
or both kidneys. It must always be kept 
in mind that this evidence is insufficient to 
localize the lesion and rarely defines the 
pathology responsible for the hematuria. 

The following etiologic tabulation, as used 
by Hinman, emphasizes the most important 
causes of hematuria, but is by no means ex- 
haustive. However, it readily points out 
the detailed study necessary at times to 
elicit the true factor responsible for blood 
in the urine. 


I. General Causes (extra-urinary). 
A. Blood Dyscrasias: 
Hemophilia, erythremia, scurvy, 
morbus maculosus, purpura, jaun- 
dice, leukemia, Hodgkin’s disease, 
etc. 
B. Infections: 
1. Infectious fevers: 
Typhoid, malaria, smallpox, scar- 
let fever. 
2. Local infections adjacent to the 
tract: 
Appendicitis, pelvic abscess, peri- 
nephritis. 
C. Medicinal or toxic: 
Cantharides, turpentine, urotro- 
pin, sulfonamides, dicoumarol. 
D. Nervous: 
Tabes dorsalis, vicarious menstrua- 
tion, hysteria. 
II. Local Causes (urogenital). 
A. Lower tract: 
1. Urethra (initial hematuria is the 
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rule, i.e., blood at the beginning 
of urination). 

Particularly posterior urethral 
infections. 

Stricture. 

Foreign bodies or trauma. 
Prostatic conditions. 

Tumors. 


in 


Trigone and neck of the bladder. 
(Terminal hematuria is the 
rule, i.e., blood at the end of 
urination). 

B. Midtract: 

Stone, 

Tumors of the bladder 

cause at least 50 per 

cent of all massive 
hematurias (Herman), 

Uleer and infections, 

Diverticulum, 

Trauma. 

©. Upper tract: 

Stone, 

Stricture, 

Tumor, 

Trauma. 

The five most frequent 

causes are: 

1. Stone 

2. Renal Tumors, 

2. Kidney 3. Tuberculosis, 

4 Infection, 
5. Glomerulonephritis. 

But any disease of the kidney may 

cause hematuria. 


1 Bladder 


Ureter 


In the presence of hematuria, two ques- 
tions immediately present themselves for 
solution. What is the source of the bleed- 
ing? What pathologic process is respon- 
sible? Bleeding from any source of the 
body always alarms the patient and it is 
not surprising that when gross bleeding 
from the urinary tract occurs, the patient 
usually seeks medical aid. Unfortunately, 
the physician may not share his alarm; re- 
assures the patient and some form of drug 
is ordered. Cessation of the bleeding nearly 
always occurs and the patient gets a false 
sense of security. We must always remem- 


ber that practically all urinary tract bleed- 
ing is intermittent and that cessation in no 
way indicates cure, or the degree of seri- 
ousness. Other factors are frequently pres- 
ent, which cause a delay in proper investi- 
gation. These are the excellent general 
health of the patient at the time of his first 
spell of bleeding, and the frequent absence 
of pain, chills or fever, and loss of weight. 
In instances of microscopic hematuria, 
without concomitant symptoms of pain, 
fever and so on, greater delay in securing 
medical advice and proper investigation us- 
ually occurs with consequent increase in 
morbidity. 
INCIDENCE 

I would next like to present some statis- 
tics regarding hematuria, to emphasize its 
importance. In 99 consecutive cases, 
Kretchmer found that 96 per cent of hema- 
turias had their origin in the urinary tract, 
and that only 4 per cent were due to extra- 
urinary causes. Ravich reviewed from his 
office practice, a total of 2,246 cases from 
the years 1916 to 1935, in which a definite 
diagnosis was made with the following re- 
sults: (1) In 50 per cent of all cases of 
hematuria, stone somewhere in the urinary 
tract, was the responsible factor. (2) 
Stone was also the etiologic agent in 50 per 
cent of all cases of gross hematuria. (3) 
Tumors of the urinary tract were respon- 
sible for 240 of the 2,246 cases, or roughly, 
10 per cent; and in one out of five of all 
cases of frank hematuria, or 20 per cent. 
(4) Nephritis, a very common diagnosis 
made, was responsible in only 2 per cent of 
the series. Hospital statistics also confirm 
the seriousness of hematuria as a symptom, 
and are added evidence that its source and 
cause should be ascertained promptly in all 
cases. In 1932, MacKenzie reported a study 
of hematuria from the Royal Victoria Hos- 
pital. In 20 per cent of all urologic admis- 
sions, blood was present in the urine and in 
75 per cent of the cases, the hematuria was 
caused by one of four lesions—tumor, infec- 
tion, stone, or nephritis. Ewell states that, 
“50 per cent of all massive hematurias are 
due to tumors of the bladder.” Of 902 cases 
of bladder tumors reported by the Carci- 
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noma Registry of American Urologic Asso- 
ciation, the initial symptom was hematuria 
in 63.9 per cent. Approximately 60 per 
cent of all hematurias are from the lower 
genito-urinary tract and 40 per cent from 
the upper. It can be seen from the above 
statistics, that the most prevalent causes of 
hematuria, namely, tumor, infection, stone, 
and nephritis, are all serious lesions and de- 
mand complete study and prompt attention. 


While the incidence of hematuria in gen- 
eral practice is not very great, we must 
realize that the family physician is the indi- 
vidual to whom patients go for advice in 
these matters. Consequently, if thorough 
investigation is to be promptly secured, it 
is necessary that the physician be con- 
vinced of the following: (a) Seriousness of 
hematuria; (b) that the bleeding will us- 
ually stop, with or without medication, and 
that it may not recur for months or even a 
year; (c) that besides careful routine phy- 
sical examination and laboratory studies, 
cystoscopy and pyelograms are usually re- 
quired to localize the lesion; (d) while uro- 
logic studies occasionally require repetition, 
they are in nearly all cases conclusive. This 
brings up the question of—is it important 
to examine patients while bleeding and 
why? The answer to the urologist, of 
course, is—yes. It must be puzzling to 
someone not familiar with cystoscopy and 
pyelography, to be told that a lesion of such 
gravity as to cause gross bleeding, frequent- 
ly can not be detected very readily by care- 
ful observation in a few days to a week 
after the bleeding has subsided, yet this is 
seen repeatedly. 


A small stone in the lower ureter may be 
passed incorporated in a blood clot and not 
be seen by the patient. An infection re- 
sponsible for acute hemorrhagic cystitis 
may spontaneously subside within a week. 
Gross hematuria from one kidney, which 
could have been readily detected on cystos- 
copy, may, a few days later, require detailed 
exhaustive study and repeated pyelograms 
before a correct conclusion is arrived at. 
Consequently, it is obvious that we should, 
when at all possible, advise and encourage 
our patients to have prompt investigation 


519 


while bleeding, and to avoid delay by with- 
holding medication, except where needed 
for the relief of pain or the control of an 
acute infection of the urinary tract. 


Perhaps we, as urologists, have not kept 
the profession fully cognizant of the ad- 
vances made in the technical side of diag- 
nostic work in the past few years. Cysto- 
scopic examination need not be associated 
with great discomfort and danger of re- 
action, as occurred too often in the past. 
The introduction of smaller instruments 
with good vision, the use of sulfonamides 
and penicillin, prophylactically and post 
cystoscopically, together with the use of 
small catheters, have made these examina- 
tions immeasurably safer. The use of in- 
travenous anesthesia in hospital practice, 
and of demerol intravenously, in selected 
office urology, has also removed much of 
the apprehension and pain of the examina- 
tion. 

Before concluding the discussion, I would 
like to call your attention to two types of 
cases, which frequently confuse the phy- 
sician in dealing with a complaint of hema- 
turia. The first are those cases of rectal 
or vaginal bleeding present with hematuria 
—especially, painless variety. In these 
cases both patient and doctor may easily 
overlook the fact that the bleeding is also 
from the urinary tract. In women, cathe- 
terization is often necessary to prevent er- 
ror. The second group of cases is much 
more difficult to diagnose accurately. I re- 
fer to the elderly male with symptoms and 
findings of benign hypertrophy of the pros- 
tate and in whom there also exists bladder 
tumor. In these cases gross hematuria is 
common, and the physician is apt to readily 
explain it on the basis of prostatic varices, 
and feel that no further examination is de- 
manded, particularly if the bleeding sub- 
sides and the obstructive symptoms are 
minimal. Correct diagnosis can only be 
made by cystoscopic examination. 


CASE NO. 1 
J. M., a white male, aged 65, reported to his fam- 
ily physician in November, 1946, with a history of 
bloody urine of one week’s duration. Blood was 
present on nearly each voiding and a few clots had 
been passed. For several years prior to this visit, 
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he had noted some difficulty in starting the stream 
and a mild nocturia. The patient was told that 
his prostate was enlarged, and that the bleeding 
was due to ruptured veins in the prostate gland. 
The gross bleeding subsided on rest and some oral 
medication. The gross bleeding did not recur un- 
til March 10, 1947, after a prolonged horseback 
ride, and was profuse. Two days later a cysto- 
scopic examination revealed a rather large median 
lobe of the prostate causing obstruction at the blad- 
der neck, but of much more importance, a large 
papillary new growth covering the left half of the 
trigone and still bleeding slightly. Fortunately, 
the biopsy was reported grade I carcinoma, and a 
resection of the prostate and the new growth was 
done one week later. 
CASE NO. 2 

O. S., a, white male, 45 years of age, was seen 
by his physician for a “check up” because he was 
not feeling well, but had no specific complaint 
related to any of the systems. A routine examina- 
tion was essentially normal, except for persistent 
microscopic hematuria. The patient was advised 
of the hematuria and was told that possibly a silent 
stone was present, and an intravenous urogram 
was done. . This was also normal and no further 
studies were made. The patient continued to work 
as a construction engineer until four months later, 
when frank hematuria developed while at work. 
He was promptly referred for urologic study and 
a papillary tumor, 2% cm. in diameter, was found 
on the posterior wall of the bladder. 

This case is presented to emphasize that 
hematuria in nearly all cases may require 
complete urologic study and that negative 
intravenous urograms, if not followed up by 
cystoscopy and other urologic studies will 
fail to determine the cause of many cases 
of hematuria. This is especially true in the 
cases of painless microscopic hematuria. 


CONCLUSIONS 

1. Hematuria is not a clinical entity. It 
is a symptom which demands complete in- 
vestigation and prompt diagnosis. The 
principal causes of hematuria of the uri- 
nary tract are tumor, stone, infection, and 
nephritis. 

2. The majority of hernaturias are due to 
intrinsic diseases of the urinary tract, but 
systemic diseases may also be the cause of 
hematuria. 


3. Early determination of the pathologic 
lesion responsible for the hematuria is es- 
sential for a good prognosis. 
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DISCUSSION 


Dr. Pratt: I do not know that J can say any- 
thing more than what Dr. Frederick has already 
said. Blood in the urine is to the urologist like 
waving a red flag in front of a bull. And it makes 
no matter where the bleeding comes from. If you, 
for instance, wash out a bladder, and then it 
washes clear and you have no blood, you cannot 
say that it is not coming from the bladder alone. 
I have seen some strange cases. 

I have seen one patient—a lady—who came in 
with a hematuria. Cystoscopically we determined 
it came from the right kidney. Pyelograms were 
made and everything was normal. At regular in- 
tervals she would have bleeding from her right 
kidney, and we pyelogramed her about fifteen 
times in a period of about five years, and could 
never prove any pathology in that kidney. Well, 
after about seven years of Humes’ and my treat- 
ment of just watching her, she got tired of being 
cystoscoped and pyelogramed, so she went to an- 
other doctor who removed the right kidney and 
then she started bleeding from her left kidney. 
I think she lasted about four or five days after 
that, and she had these spells of kidney bleeding. 
We could never prove any pathology in the kidney, 
and when they took out the one that was bleeding, 
and the other one started bleeding, I asked the 
other urologist, “Now, is she bleeding from the 
other side?” He said, “Yes, she is.” 

Symptomless hematuria: That is hematuria 
without any signs except blood in the urine. It 
demands a very close examination to determine 
whether or not you are dealing with a neoplasm. 
When a person comes into my office, bleeding, the 
first thing I think of is neoplasm because it is the 
worst thing the patient can have. I try to rule 
neoplasms out the very first thing, and if there is 
any suggestion of a neoplasm there I will have 
to check and recheck, and then if it shows up— 
because often blocking the pelvis of the kidney or 
one of the pelvises gives you a poor effect and I 
would rather do my cystoscopy and pyelograms 
when the patient is not in a bleeding spell. 

We have seen more and more tumors of the kid- 
ney in the renal pelvis. I had, a couple of years 
ago, a man to come in with a symptomless hema- 
turia, and he had a papillary growth of the pelvis 
of the kidney. I took the kidney out, and the ureter 
down to within two inches of the bladder, and I 
split the ureter open and there was no plants in 
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the ureter. A year later I looked in his bladder and 
] saw a little tumor sticking out of his bladder, 
and I had to go back, take out a piece of bladder 
and the stump of that ureter. I did it very pecu- 
liarly. It was rather bound down, following the 
first operation. I put a groove directly with the 
wall up through the ureter and tied it, and turned 
it inside out like you would a glove finger, and I 


took an area about that big (indicating) out 
around that. 
Dr. S. S. Hargrove (Baton Rouge): I would 


like to say a word about one thing that the doctor 
mentioned, and that is on the occurrence of hema- 
turia. In my territory dituperol is coming into more 
general use than it has been. One patient had a 
very gross hematuria that in the first three days 
knocked his blood count down to a million and a 
half. It did clear up. I think the profession 
might realize that dituperol might cause some 
serious hematuria. 

Dr. John Menville (New Orleans): Of particu- 
lar interest is the idiopathic type of hematuria. It 
is important that no renal surgery be attempted 
unless there is a demonstrable lesion; one excep- 
tion is hemorrhage which endangers the life of the 
patient. Patients with hematuria should be 
checked at regular intervals until a definite diag- 
nosis can be made. Intravenous urograms are 
reliable only when the outlines are clear cut and 
definite. 

The interpretation of microscopic hematuria is 
sometimes a moot point. An occasional transient 
finding of microscopic blood in the urine, in the 
absence of any clinical findings, is not necessarily 
significant, but repeated microscopic blood in the 
urine warrants a complete investigation. 


4). 
VU 


THE MANAGEMENT OF PROSTATISM* 
U. S. HARGROVE, M. D. 





BATON ROUGE 


Although remarkable progress has been 
made, and is being made, in nearly all the 
fields of medicine and surgery, I do not 
need to remind you, the practicing phy- 
sicians of Louisiana, that the millennium 
has not yet arrived in the practice of med- 
icine. The layman is apt to get the idea, 
from reading the current magazines and 
newspapers, that wonderful science has dis- 
covered and perfected a cure for practically 
every disease, and that there is no excuse 
tor a doctor’s failure promptly to put a pa- 





*Presented at the Sixty-Seventh Annual Meeting 
of the Louisiana State Medical Society, May 14, 
1947, 


521 


tient right on his feet, and without too much 
delay. The doctor, however, knows only too 
well that there are still innumerable head- 
aches in this business, and that there are 
still many thorns to be found with the rose. 


In spite of the truly remarkable progress 
made in recent years in the treatment of 
prostatism, unfortunately there are still 
plenty of headaches associated therewith. 


Prostatism may be defined as a morbid 
or pathologic state due to disease of the 
prostate gland, chiefly those conditions of 
the gland causing obstruction to the urinary 
flow. In this paper, only those conditions 
causing obstruction will be considered. 


SYMPTOMS 


The diagnosis of prostatism is relatively 
simple, but it is surprising how many pa- 
tients are seen in consultation for supposed 
prostatism whose symptoms are due to some 
other condition. The condition most often 
mistaken for prostatism is stricture of the 
urethra. 


The usual symptoms of prostatism are 
well known and can be listed about as 
follows: 

1. Frequent urination—varying from 
three times night and day to every 15 min- 
utes night and day. 

2. Straining—varying from slight to 
very severe. As a sequel to this straining, 
many chronic prostatics are found to have 
inguinal herniae on one or both sides, and 
aggravated hemorrhoids. 

3. Weak stream. This symptom is the 
most constant of all the symptoms of pros- 
tatism, all patients having it, although it 
may have been so gradual in its progress 
that the man has forgotten what a good 
stream is like and may tell the doctor that 
his stream is all right. 

4. Urgency. This may be slight to se- 
vere, and cause considerable embarrass- 
ment. 

5. Dribbling at end of urination. This is 
the chief cause of wet feet in prostatics. 

6. Hematuria. This is not a common 
symptom, but it will often bring the patient 
to the doctor when other symptoms fail. 
No conclusion should be drawn about the 
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cause of the bleeding until after a thorough 
urologic examination has been made. 

7. Acute retention. This is the symptom 
that always brings the patient to the doc- 
tor. Acute retention in an old man is almost, 
but not quite always, due to prostatism. 

8. Dysuria. This term includes discom- 
fort, burning, stinging, and painful urina- 
tion. 

EXAMINATION AND DIAGNOSIS 

The examination of the patient suspected 
of prostatism should proceed as follows: 

1. A general examination, including a 
survey of the cardiovascular system and a 
Wassermann test should be done. This 
should also include elicitation of the re- 
flexes, especially the knee jerks and the 
pupillary reflexes, as the same symptoms 
caused by prostatism may also be caused 
by lesions of the central nervous system, 
notably tabes dorsalis. 

2. A urinalysis is done, and should in- 
clude observation of the act of urinating if 
the patient is able to cooperate. A large 
number of prostatics will show pus in the 
urine, varying from a few pus cells to a 
grade 4 pus content. Albumen is likewise 
often present, and also sugar. 

3. Digital examination of the prostate is 
then done. Too much information is not 
gained by this examination, as an advanced 
degree of prostatism may accompany a 
small prostate, and a very large gland may, 
on the other hand, produce no obstructive 
symptoms whatsoever. The digital examina- 
tion is most important in relation to the 
possible presence of a malignant tumor of 
the gland. This is the chief means of diag- 
nosis of carcinoma of the prostate. A 
frankly malignant gland has a very charac- 
teristic feel to the index finger, and as most 
carcinomas start in the posterior lobe, the 
digital palpation of this lobe is very im- 
portant. 

4. Palpation of the abdomen is then in 
order. The greatly distended bladder may 
usually be palpated as a large rounded 
suprapubic mass. However in the absence 
of such a palpable mass, no conclusion 
should be drawn as to the presence or ab- 
sence of residual urine. 


5. Examination of the external genitalia 
for the common lesions of these organs is 
then carried out, followed by passage of 
a catheter into the bladder. I will admit that 
catheterizing a previously unmolested blad- 
der is not without some possible dangers, 
but so much depends on the information 
thus gained that the advantages of cathe- 
terization far outweigh the disadvantages 
in my opinion. An aseptic technic should be 
strictly followed. If the bladder is greatly 
distended so that it is easily palpable as a 
rounded tumor mass rising above the sym- 
phisis, it is safer not to empty the bladder 
completely. The easily palpable distended 
bladder will usually be found to contain 32 
oz. or more of urine. Enough can be drawn 
off through the catheter accurately to es- 
tablish the diagnosis of distended bladder, 
by noting the disappearance or reduction 
in size of the suprapubic swelling, and the 
catheter can then be withdrawn, leaving 
the bladder decompressed but not empty. 
Some authorities claim that there is never 
any danger in completely emptying a 
chronically distended bladder. but this just 
is not so in my opinion. If the bladder is 
completely emptied, it is better partially to 
refill it with a mild antiseptic solution such 
as boric acid. 


If a catheter is to be left in place for con- 
tinuous drainage, a clamp should be applied 
to the catheter, and the clamp loosened at 
intervals so as gradually to decompress and 
empty the bladder. The patient at this time 
should be put on a urinary antiseptic. This 
will aid in the prevention of a sudden flare- 
up if infection is already present, and will 
assist in preventing infection if none is 
present to start with. Of course the par- 
ticular urinary antiseptic indicated will de- 
pend on the type of infecting organism 
present in these cases already infected, but 
until this information is known, the best 
bet is to give two 7 1/2 gr. tablets of either 
sulfathiazole or sulfadiazine at the first 
dose, and then one tablet three to six times 
per 24 hours thereafter for the time being. 


There are a few simple but important 
points in relation to catheterizing a pros- 
tatic that I wish to bring to your attention. 
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Every physician who may have to treat a 
prostatic in acute retention should have a 
number 14 or 16 French olive tipped coudé 
catheter in his bag. This catheter has a 
curved tip which will usually ride over a 
hypertrophied middle lobe and on into the 
bladder, whereas a straight catheter will 
frequently impinge against the middle lobe 
and fail to enter the bladder. Much time is 
Jost then, and much trauma produced try- 
ing different catheters, filliforms, or 
sounds, increasing the pain and shock and 
producing often considerable bleeding. 

Gentleness should be stressed in these 
manipulations. The urethra should be ac- 
corded the same respect that is accorded the 
eye or any other sensitive organ. If the 
bladder cannot be entered after a reason- 
able trial, further efforts in this direction 
should be discontinued and consultation se- 
cured, or the patient hospitalized if not 
already in the hospital. If catheterization 
is then still unsuccessful, some type of 
suprapubic drainage will be required. 

The further examination of the patient 
then consists of either cystoscopic visualiza- 
tion of the prostate and bladder, or x-ray 
visualization of these organs. Some urolo- 
gists prefer one method, some the other, 
and some both. Intravenous pyelograhy is 


exceedingly helpful in working up a pros- - 


tate case. The condition of the upper urin- 
ary tract is ascertained, and much informa- 
tion is gained as to the size of the prostate 
by making a film of the bladder region after 
most of the dye has passed into the bladder. 
By getting intravenous pyelograms, one is 
saved the embarrassment of overlooking 
some gross lesion of one or both kidneys as 
well as such conditions as diverticulum of 
the bladder, tumor of the bladder, and stone 
in the bladder, Both x-ray visualization and 
cystoscopic study are desirable, thereby 
getting all the information needed, and 
avoiding as far as possible a slip up in the 
diagnosis. 


DIFFERENTIAL DIAGNOSIS 


The diagnosis of prostatism is by now 
pretty well established. In the differential 
diagnosis, there are only a few conditions 
cause confusion. As _ stated 


Which may 





HARGROVE—Management of Prostatism 523 


above, the most common mistake is made in 
case of stricture of the urethra in a man in 
the prostatic age. The symptoms of these 


two conditions are practically identical. 
However, during the course of the examina- 
tion outlined above, the presence of the 
stricture will have been determined. Of 
course both conditions may coexist, but this 
must not be very common. Other conditions 
to be considered in the differential diagno- 
sis are : (1).stone in the bladder; (2) neu- 
rogenic bladder; (3) tumor of the bladder; 
(4) diverticulum of the bladder, and (5) a 
few other rare conditions. Under this last 
division, I have a patient at the present 
time who has a bony tumor of the sacrum 
which has reached such an enormous size 
that it has compressed the urethra up 
against the arch of the symphisis, causing 
complete occlusion of the channel, and pro- 
ducing all the symptoms of prostatism up to 
total retention. 


Along with establishing the diagnosis of 
prostatism, the benign or malignant nature 
of the gland has also probably been ascer- 
tained. This differentiation is usually easy 
in the typical cases, but there are a fair 
number in which it is difficult to decide 
whether or not the gland is the seat of 
malignant changes. The benign and malig- 
ant may coexist. Digital palpation, cysto- 
grams, x-rays of the bony structure for 
mestastases, and the phosphatase tests will 
all be used in making a decision. It is well to 
remember that statistics seem to show that 
about 15 or 20 per cent of prostatics have 
cancer of the prostate. 

1. A bladder calculus may cause symp- 
toms similar to prostatism. One important 
differential point is that stone in the blad- 
der produces the most discomfort in the 
daytime, when the patient is up and about, 
while prostatism produces the most discom- 
fort at night. The diagnosis of stone is 
readily confirmed by x-ray, cystoscopy, or 
both. 

2. Neurogenic bladder may prove diffi- 
cult of diagnosis. A distended bladder 
which is painless, and which seems to have 
no expulsive force when a catheter is 
passed, should excite suspicion of an atonic 
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type of neurogenic bladder. If the pupil- 
lary reflexes or knee jerks are absent, tabes 
will naturally be suspected, and investi- 
gated by spinal fluid examination. Recent 
opinions point to the probability that most 
neurogenic bladders are markedly influ- 
enced by mechanical factors at the bladder 
neck, chiefly prostatic obstruction. The 
prostate may offer just enough resistance 
to a weakened detrusor muscle to cause 
chronic urinary retention. The ultimate 
diagnosis in these cases may rest upon the 
interpretation of cystometrograms, along 
with the other findings. 


3. Tumors of the bladder also may pro- 
duce symptoms similar to prostatism, such 
as hematuria, frequency, straining, and dys- 
uria. Here the only sure method of diag- 
nosis is cystoscopic examination, although 
a cystogram is either diagnostic or sugges- 
tive in most cases. 

4. A large diverticulum of the bladder 
may produce a foul urine, as well as the 
usual symptoms of prostatism. Diverti- 
cula are not usually suspected from symp- 
tomatology alone, but are found on cysto- 
gram x-ray films and on cystoscopic exami- 
nation. They are most frequently present 
as a complication of bladder neck obstruc- 
tion, due to prolonged back pressure against 
the bladder wall. 

5. Of the various conditions which need 
to be differentiated from prostatism, stric- 
ture of the urethra is the most readily diag- 
nosed, and should be picked up hy the 
general practitioner without difficulty and 
without extensive instrumental and x-ray 
examination. 

TYPE OF GLAND 

It is not practicable for one other than 
the urologist to determine what type of ob- 
structive gland is present. Whereas the 
greatly enlarged gland can usually be ap- 
prehended by a simple digital rectal exami- 
nation, it is entirely possible for large in- 
travesical lobes to be present without any 
gross enlargement being noticeable to the 
examining finger. Likewise, complete re- 
tention may be caused by a median bar, 
which can only be diagnosed cystoscopical- 
ly. The type of enlargement moreover is of 
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interest chiefly to the operating surgeon, 
as he will, in most cases, take this into ac- 
count in planning the type df operation to 
be performed. 


TREATMENT 
This brings us up to the subject of treat- 
ment. This subject can well be divided into 
non-operative, and operative treatment. 


Non-operative. Many cases of prostatism 
can and should be treated by non-operative 
methods. Let me say here, that endocrine 
treatment has no place at the present time 
in the treatment of the benign prostate, 
both androgens and estrogens having failed 
to give any predictable results. The mild 
prostatic, whose chief complaints are a 
weakening stream and moderate nocturia, 
does not need to be rushed to the operating 
room unless at least several ounces of re- 
sidual urine are present. If pyuria is pres- 
ent, local treatment consisting of bladder 
irrigations with a mild antiseptic solution, 
bladder instillations of 5 per cent argyrol, 
and some urinary antiseptic by mouth 
should be prescribed. If the gland is large 
and soft, or if the expressed secretion con- 
tains much pus, gentle prostatic massage 
will often give very definite results. 
If the gland is quite firm, it has been my 
experience that massage is of no benefit. 
Even if all the symptoms and findings of 
prostatism are present, including retention 
of urine, there are still some cases in which 
non-operative treatment is indicated, name- 
ly, patients who, because of advanced de- 
bility, serious cardiac lesions, or other third 
degree pathologic changes, have a life ex- 
pectancy of only a few weeks or months at 
the best. Execution of these patients on ac- 
count of inability to urinate is not good 
judgment. Catheter life is not pleasant, 
but it is better than no life at all. If cath- 
eterization is impossible, «a quick suprapubic 
cystostomy under local anesthesia, or the 
introduction of a smal! catheter using a 
trocar suprapubically should be the treat- 
ment adopted. 


Thus the mild prostatic and the advanced 
prostatic with a short life expectancy due 
to other pathological changes, are elimi- 
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nated from the list of candidates for pros- 
tatectomy. 


Operative treatment. The patient who 
has a reasonable life expectancy, and who 
has moderate or severe symptoms and find- 
ings of prostatism, should be advised to 
have his prostate operated upon. At this 
point, the general or family physician, or 
medical advisor, should refer the patient 
to a competent urologist. The referring 
physician should not attempt to select the 
type of operation to be performed, but 
should leave that strictly to the operating 
surgeon. There are, as you well know, the 
transurethral, the suprapubic, and the per- 
ineal methods of relieving the prostatic ob- 
struction. Each method has its good points, 
and bad points, and the choice of method 
should be left to the discretion of the man 
who does the operation. If the operation to 
be performed is determined by anyone 
other than the operating surgeon, undesir- 
able results may ensue. Suffice it to say 
here that all the three methods are capable 
of giving good results, and all are likewise 
capable of giving poor results, and the 
judgment of the urologist should be ac- 
cepted by the patient and by his referring 
physician, as to which operation is to be 
done. The operator should likewise be re- 
sponsible tor choice of anesthesic. Pub- 
lished statistics seem to show that the mor- 
tality rates accompanying the different op- 
erations are within a few percentage points 
of each other, and the average mortality 
the country over will probably not exceed 
5 per cent. The morbidity rates vary more 
than the mortality rates with the different 
methods of operation. Again let me state, 
that the choice of operation should be left 
strictly up to the operating surgeon. 

Postoperative treatment. After the pa- 
tient has had his operation, and is home 
from the hospital, the general or family 
practitioner may be called upon to super- 
vise his convalescence and follow up treat- 
ment, if the patient lives a good distance 
from the surgeon. Attention to the blad- 
der in the form of irrigations and instilla- 
tions, to clear up the infection which is 
practically always present, is usually ad- 
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The administration of urinary an- 
tiseptics for a considerable period of time 
after surgery is also usually necessary. 
Good postoperative and follow up treat- 
ment after prostatic surgery is more im- 
portant than it is after many other opera- 
tions. 


visable. 


SUMMARY 


Whereas our efforts to cure the prostatic 
are still beset with pitfalls, when patients 
in this age group can undergo major sur- 
gery with a mortality rate not over 5 per 
cent, and with return of reasonable urinary 
function, we can point with pride to the 
remarkable progress made in this depart- 
ment of surgery in the last 25 years. 

CONCLUSIONS 

1. The examination, diagnosis, and dif- 
ferential diagnosis of cases suspected of 
prostatic obstructive disease have been 
briefly reviewed. 


2. Choice of non-operative versus opera- 
tive treatment has been considered. 

3. The importance of allowing the sur- 
geon to select the operation best suited to 
the case has been stressed. 


DISCUSSION 


Dr. W. A. Reed (New Orleans): Dr. Hargrove’s 
paper on prostatism was very excellent, and I en- 
joyed it. There is very little I wish to add, or men- 
tion, in discussing it, other than to bring up a point 
concerning treatment. 

Dr. Hargrove deliberately did not mention treat- 
ment because, as he stated, his paper was written 
tor the medical profession as a whole and not for 
the urologist. But treatment of these cases is im- 
portant to all of us. 

I agree with him that some patients with huge 
prostates do not require treatment. Occasionally 
we will see an individual with a large prostate, that 
we probably could grade as a “three or four”, who 
has no residual urine. The reason for this is that 
his enlargement is produced by lateral lobe hyper- 
trophy, as you saw in his slides, and that the 
median lobe is not involved, so that he does have 
a channel through which he can void his urine, in 
spite of the enlarged gland. 

I agree with him, that, in many individuals who 
have mild symptoms of prostatism there is not only 
an enlargement of the prostate gland, but an as- 
sociated infection as well. In a survey of such a 
case we frequently make the following notation: 
“Prostate enlarged, grade 2, plus congestion,” 
meaning, of course, that the prostate is not only 
hypertrophied, but it is also enlarged due to asso- 
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ciated congestion. That type of prostate will often 
respond to local treatment. 

I agree with him that you can not always pre- 
dict what to expect in such a case, but many times 
the residual urine which may have reached three 
or four or five ounces will slowly diminish and 
eventually disappear. That patient, however, if 
he lives long enough, will usually require operation 
of one type or another, because certainly local 
treatment does not remove the hypertrophy. 

The method of treatment of prostate hypertrophy 
in my opinion requires serious consideration. Many 
doctors feel that resection is the surgical pro- 
cedure of choice. I do not always agree with them. 
There are many patients in whom there has been 
an attempt made to make the patient fit the oper- 
ation, instead of selecting the operation that fits 
the patient. So that while we frequently do resec- 
tions, we still continue to do numerous suprapubic 
prostatectomies and find them in many ways safer 
than a resection. One may resect as much as 50 
or 75 grams of tissue and still leave a lot of tissue 
behind. There may be a few men who can remove 
by resection all of the prostatic tissue right down 
to the capsule, but there are not many of them. 
Certainly the average resectionist cannot do it. 
When too small an amount of prostate tissue is 
removed by resection, the balance often acts as a 
focus of infection as well as a continued obstruction 
to free urination. Furthermore it is not uncom- 
mon for a resection to bleed profusely even as long 
as three weeks after the operation. In cases where 
the prostate is unusually large and either a single 
or two-step suprapubic enucleation is elected as the 
surgical procedure of choice, the excellent end re- 
sult far outweighs the disadvantage of the longer 
period of hospitalization that is required, over the 
average hospital stay that is necessary for a re- 
section. Many patients are referred from distant 
towns, which makes it very difficult for them to 
return frequently for office treatment which is so 
often necessary following a resection, and almost 
never needed after an enucleation. 

Lastly, considerable time is required to remove 
by resection the required amount of tissue from a 
large gland, which naturally results in marked 
trauma of the urethra, and in many instances, 
urethral strictures, which then require treatment 
indefinitely. 

Dr. Robert F. Sharp (New Orleans): There are 
several points brought out in Dr. Hargrove’s pa- 
per which I would like to further emphasize. 

The first thing on which I wish to comment, is 


the question of the general practitioner leaving t 
the urologist the type of procedure to be selected 
for each individual case. The closed operation, 0) 
the transurethral resection, appeals to the patient 
so readily that once it has been offered him, he js 
likely to be prejudiced against the other types of 
open operations, such as suprapubic prostatectomy 
or perineal prostatectomy. This frequently makes 
it difficult to get the patient to consent to the pro- 
cedure that is preferable in his individual case, 
Every urologist naturally does not possess the 
same skill in doing transurethral resections and 
consequently a case that might be suitable for re- 
section in the hands of one man, would not be in 
another. We have found, as time has gone by 
and we have improved our technical ability, that 
there are fewer and fewer cases in which we have 
to resort to the open operation. 


The next point which I wish to make is that 
these patients be urged to see the urologist early 
in the course of their illness. instead of waiting 
until the case has become advanced and as Dr. Har- 
grove brought out, they have strained out their 
hemorrhoids and developed inguinal hernias. In 
such cases as these just mentioned, the bladder has 
undergone numerous changes and frequently has 
lost a great deal of its emptying ability and even 
after complete removal of the obstruction, the uri- 
nary function is not restored to normal as it would 
have been had the case not been neglected so long. 
This responsibility of getting the patient in to see 
the urologist early is of course, that of the family 
doctor. In persuading the patient to see the urol- 
ogist at an early point in his prostatic illness, it 
will be necessary for the family doctor to alleviate 
his fear of this operation. Due to the reputation 
that the management of prostatism has had for 
many years, most of these old men have a real fear 
of having anything done to the prostate. This fear 
is absolutely unwarranted in modern urological 
treatment. Both the mortality and the morbidity 
in these cases is extremely low. It is surprising 
how well these aged patients tolerate prostatic sur- 
gery. Most of these old men were primarily en- 
dowed with a good constitution, otherwise they 
would never have lived to such an advanced age. 


By careful management, preventing all shock, 
more than replacing any blood-loss, and getting 
them out of bed within two or three days, these 
people tolerate surgery as wel] as any other age 
group. 

I want to compliment Dr. Hargrove on his excel- 
lent presentation of a most important subject. 
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HISTOPLASMOSIS 


Recent investigations have revealed a dis- 
crepancy between the number of individ- 
uals having calcified lesions in the chest 
x-ray and tuberculin reaction in those in- 
dividuals. In years past, when mass sur- 
veys for tuberculosis were done it was by 
means of a tuberculin test. In recent years, 
this has been supplemented by further 
study in the form of mass x-rays. It was 
found that in certain areas the number of 
individuals with a positive tuberculin was 


not in proportion to the number of chest 
x-rays with calcified lesions. The area in 
which this was particularly observed was a 
more or less triangular one, in which the 
apex extended to the lower Mississippi Val- 
ley and the base two-thirds of the way up 
the Mississippi Valley nearly to the Great 
Lakes. In seeking an explanation for this, 
it was felt that some infection should be 
sought, which was present in the area men- 
tioned. It was observed that the largest 
number of cases of acute fulminating his- 
toplasmosis were reported from this area. 
‘The suggestion was, therefore. that this 
disease in a form milder than that usually 
recognized was responsible for these cal- 
cium deposits. A search for such cases has 
continued. An antigenic substance was pre- 
pared by Zarafonetis and Lindberg. This 
was given the name of histoplasmin and 
consisted of a suspension of histoplasma 
capsulatum grown from broth culture. This 
histoplasmin produced skin reactions sim- 
ilar in appearance to those obtained from 
the use of tuberculin. Skin testing has been 
carried out by various investigators. Palm- 
er tested 3000 student nurses in widely sep- 
arated areas. It was found that 23 per cent 
were positive to histoplasmin. Ten per cent 
had pulmonary calcification. Only one-fifth 
of the 300 with pulmonary calcification 
were positive to tuberculin; whereas two- 
thirds of this same 300 were sensitive to 
histoplasmin. It is noted, however, that 
there were 9 per cent who had calcifica- 
tions, who reacted to neither antigen. 

The states with the highest number of 
reactors were: Ohio, Indiana, Illinois, Mis- 
souri, Kansas, Kentucky, Tennessee, Ar- 
kansas, and Louisiana. 


The significance of this reaction to histo- 
plasmin has been questioned in various 
quarters. It was found by Emmons, that 
in guinea pigs with experimental histoplas- 
mosis, positive reactions for histoplasma 
were obtained. Also, positive reactions 
were obtained in guinea pigs with experi- 
mental blastomycosis, coccidioidal mycosis, 
and haplomycosis. The same investigator 
tested for comparison 136 mental patients, 
of whom one-half had chronic atypical pul- 
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monary lesions of unknown etiology and the 
other half had no demonstrable pulmonary 
pathology. The results were as follow, dis- 
tributed equally between the clinical 
groups: 


Positive reactions to histoplasmin 55 
Blastomycin 35 
Coccidioidin 5 


Studies in various fields have shown that 
there is a wide variation in sensitivity, de- 
pending upon location, and this is sugges- 
tive that the abundance in supply of the in- 
fectious agent is varying in the same pro- 
portion. 

Up to 1945, histoplasmosis was almost a 
medical curiosity, in which identification 
was brought about entirely through labora- 
tory means. As result of the stimulation 
attendant on such observations as those 
noted above, search has been made for non- 
fatal, and possibly subclinical cases of his- 


toplasmosis. In line with such efforts, three 
nonfatal cases of histoplasmosis have been 
detected recently in Kansas City alone. The 
report from the U.S. Public Health Service 
states that among 72 asymptomatic cases in 
school children in Kansas City, a few were 
limited to the lymph nodes, or were of the 
disseminated type. Two-thirds approxi- 
mately were nodular with sharply circum- 
scribed foci. 

Lesions tend to calcify slowly. Many in- 
filtrations persist without complete calcifi- 
cation during a period of two years of ob- 
servation. Where histoplasmin sensitivity 
is widespread, pulmonary infiltrations, as 
well as calcifications, may not be tuber- 
culous. Accordingly, tuberculin tests and 
the histoplasmin test will be useful in dif- 
ferentiating pulmonary lesions in which the 
infiltration is marked and when acid fast 
is not found in the sputum. 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


REPORT OF COMMITTEE ON 
RESOLUTIONS 


On behalf of the House of Delegates and 
members of the State Society in attendance 
at the 1948 Annual Meeting it is desired 
that thanks be expressed to the following 
individuals and organizations for their co- 
operation and assistance in arranging for 
this meeting. 

Dr. John G. Snelling, Chairman of the 
Committee on Arrangements, for the time 
and thought given to details prior to and 
during the meeting. 

The Ouachita Parish Medical Society, 
host of the meeting, for wonderful hos- 
pitality and cordiality. 

The Secretary-Treasurer of the State So- 
ciety and personnel of his office for their 
capable handling of routine, as well as un- 
forseen matters. 


Dr. Donovan C. Browne, General Chair- 
man of the scientific program, who with the 
cooperation of sectional chairman, gave this 
feature of our meeting his wholehearted 
attention. 

Guests. on our scientific and open meet- 
ing programs who contributed a great deal 
in making the meeting an interesting and 
enlightening one. 


The press and Radio Station KNOE for 
their generous contribution of space and 
time for publicity during and prior to the 
meeting. 

The Louisiana State Board of Medical 
Examiners for their annual report sub- 
mitted by the Secretary. 

The members of the Woman’s Auxiliary 
for their interest and cooperation. 

The commercial exhibitors who, in a 
limited space, provided exhibits worthy of 
review by all members present. 
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Companies which continued to demon- 
strate their loyalty to the medical profes- 
sion by placing advertisements in the pro- 
gram and also companies in Monroe which, 
for the first time, participated by adver- 
tising. 

Mr. E. C. Gibson, Manager of the Frances 
Hotel, Mr. L. J. Hulin, Manager of the Vir- 
ginia Hotel and Mr. Roger Dishongh, Man- 
ager of the Alvis Hotel, for their efforts to 
accommodate members and guests in at- 
tendance at this meeting and also furnish- 
ing of facilities for various sessions and 
social functions. 


The Junior League of Monroe for assist- 
ance furnished at the registration desk. 

Dr. A. V. Friedrichs, Chairman of the 
House of Delegates, for his capable manner 
in expediting business brought to the at- 
tention of the group. 

To all officers and members of the So- 
ciety for their attendance and manifested 
interest in the meeting. 


Recommendation 
1. That a copy of this report be incor- 
porated in the minutes of this meeting and 
that a copy be submitted to the New Or- 
leans Medical and Surgical Journal for 
publication. 


fa) 
Vv 





REPORT OF COMMITTEE ON 
MEDICAL DEFENSE 


Since the 1947 meeting of the State 
Society three cases have been referred to 
the Committee on Medical Defense. All 
three of these, one a case against a doctor 
of Shreveport, one a joint case against two 
doctors, one of Morgan City and the other 
of Houma, and a joint case against three 
doctors of New Orleans, were considered 
worthy of defense by the State Society. The 
material concerning these cases has been 
referred to the attorney employed by the 
Medical Defense Committee and the cases 
are receiving proper attention from him. 

Financial reports of the Medical Defense 
Fund are on file in the office of the State 
Society and may be reviewed by any mem- 
ber desiring to do so. 


1948 ANNUAL MEETING 


The 1948 Annual Meeting, held in Mon- 
roe April 12-14, is considered one of the 
outstanding meetings of our organization. 
The attendance exceeded expectations, there 
being 347 members and 43 guests present. 
The scientific program was most interest- 
ing, the House of Delegates meeting effi- 
ciently and capably managed and the social 
features enjoyed to the fullest extent by 
all present. 

Following is abstract of minutes of the 
meeting of the House of Delegates and also 
copy of reports of the Committees on Medi- 
cal Defense and Resolutions. 


ABSTRACTED MINUTES 
HOUSE OF DELEGATES 
ROLL CALL 
First session: 77 delegates, 14 officers and 10 
past presidents present. 
Second session: 28 delegates, 13 
past presidents present. 
MINUTES 
Minutes of 1947 meeting of House of Delegates 
and of Executive Committee since 1947 meeting 
approved. 


officers and 5 


SPECIAL ORDER 

List of members who died since 1947 meeting 
read. 

Approval of mction that Mr. Frank Lais, Jr., 
Executive Director of the Louisiana Physicians 
Service and Council on Medical Service and Public 
Relations be allowed to attend meeting of the 
House. 

Recognition of fraternal delegates and guests: 
Dr. Tom B. Throckmorton, Des Moines, lowa, Dr. 
O. B. Weinert, St. Louis, Missouri and Dr. Morris 
Fishbein, Chicago, Illinois. 


COMMUNICATIONS 


Naval Air Reserve Training Command in re need 
for Naval Reserve Medical Officers: Received and 
filed. 

National Health Assembly in re refusal of in- 
vitation for Mr. Frank Lais, Jr. to attend confer- 
ence May 1-4: Letter to be sent to Mr. Oscar R. 
Ewing advising him that hotel reservations were 
not requested for Mr. Lais and that this organiza- 
tion had expected an invitation to attend. 

American Medical Association in re draft of 
physicians and containing opinion of the AMA 
in this regard with request that this organization 
send a similar opinion to the Senate Committee on 
Armed Services, to the House Committee on Armed 
Services and to Louisiana Senators and Congress- 
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men in Washington: Secretary appointed to follow 
out request made in this telegram. 


ACTION TAKEN 


Approval of suggestion that lapel pin be awarded 
members who have practiced medicine fifty or more 
years. 

Following trustees elected for a term of one year, 
from whom the Louisiana Physicians Service, Inc. 
will elect their Board of Directors: Drs. Rhett 
McMahon, G. C. Anderson, O. B. Owens, W. L. 
Bendel, H. W. Boggs, C. M. Horton, P. T. Talbot, 
J. P. Sanders, A. V. Friedrichs, J. W. Faulk, E. L. 
Zander, M. D. Hargrove, George Wright, W. P. D. 
Tilly, A. D. Long, and E. L. Leckert. 


Following list of laymen approved, from whom 
Louisiana Physicians Service, Inc. will elect four 
members of their Board of Directors: Don Ewing, 
Pat Turner, H. Barrett, all of Shreveport; T. B. 
Bennett and S. G. Ray, Baton Rouge; H. D. 
Murchison, Alexandria; Frank Lais, Jr., Ed. Car- 
riere, Ellis Hennican, Edward Groner, Ralph B. 
Reese and John LaNasa, all of New Orleans. 

House of Delegates went on record as approv- 
ing proposed action of Texas delegation to AMA 
in re efforts to have more equal geographic dis- 
tribution of representation on Board of Trustees 
of AMA. 


Approval of continuation of Annual Secretaries 


Conference similar to meeting held this year. 


MATTERS DISCUSSED—NO ACTION TAKEN 


Edtorial tn Journal of the AMA in re rebates, 
kickbacks, commissions and medical ethies: No 
action taken, pending action of the AMA and gov- 
ernment 

Legislative bills 

Resolution concerning activity of National Phy- 
sicians Co»imittee 

Leprosy problem. 


RECOMMENDATION OF THE EXECUTIVE 
COMMITTEE 
That lay members be added to Board of Direc- 


tors of utstana Physicians Service, Inc.: Ap- 


prove 


REPORTS OF OFFICERS AND COMMITTEES 
CONTAINING NO RECOMMENDATIONS 
Following reports received and filed: Secretary- 

Treasurer, Chairman of Council; Councilors of 

First, Second, Third, Fourth, Fifth, Sixth, Sev- 

enth and Eighth Districts; Committees—Advisory 

to Woman's Auxiliary, Aid to Indigent Members, 

Budget and Finance, Cancer, Council on Medical, 

Dental and Pharmaceutical Services, History of 

L. S. M. S., Industrial Health, Journal, Louisiana 

Physicians Service, Inc., Medical Defense, Medical 

Education, Medical Testimony, Mental Health, Na- 

tional Emergeney Medical Service, Nutrition, Pub- 


lic Policy and Legislation, Rural Medical Service, 
Scientific Work, Study Rearrangement of Annual 
Meeting Programs, and Venereal Disease Contrel. 


REPORTS OF OFFICERS AND COMMITTEES 
CONTAINING RECOMMENDATIONS 

President: 

1. That the House of Delegates approve in 
principle plan for additional financial expenditure 
for activity of Council on Medical Service and 
Public Relations, for guidance of the Budget and 
Finance Committee—Approved. 2. Coordination 
of activity of Council on Medical Service and Pub- 
lic Relations and Committee on Rural Medical 
Service—Approved. 3. Employment of secretary 
to work with Council on Medical Service and Pub- 
lic Relations, Committee on Rural Medical Service 
and Secretary-Treasurer; preferably a Doctor of 
Medicine—In view of action on other recommenda- 
tions, it is not felt that at the present time em- 
ployment of an additional assistant secretary is 
necessary or desirable. 4. Board of Directors of 
Louisiana Physicians Service, Inc. be increased to 





15—No action taken in view of previous action 
taken in regard to addition of lay members of 
Board. 5. Board of Directors of Louisiana Physi- 
cians Service, Inc. may contain lay members, not 
to exceed four—Approved. 6. Louisiana State Med- 
ical Society select, annually, 12 laymen from whom 
Louisiana Physicians Service, Inc. must choose lay 
members of the Board of Directors of Louisiana 
Physicians Service—Approved. 7. That the House 
of Delegates consider granting an adequate in- 
crease ip salary to Dr. P. T. Talbot, Secretary- 
Treasurer—Approved with recommendation that 
this salary be increased to $7500.00 per year; also 
that the salary of the Assistant Secretary-Treas- 
urer be increased to $3600.00 per year. 


Committee on Congressional Matters: 1. That 
the House of Delegates reaffirm opposition to 
Senate Bill 1290 and House Bill 1980 and that 
Louisiana Congressmen and Senators in Washing- 
ton be notified accordingly—Approved. 

Committee on Corresponding Library for Mem- 
bers of State Society: 1. Discharge of the com- 
mittee is requested and recommended—Approved. 

Committee on Hospitals: 1. That the House of 
Delegates and officers of the State Society con- 
sider the report and activities of the Committee 
on Hospital Licensure of which Dr. Paul Kurzweg 
is Chairman—Upon recommendation of Chairman 
of Committee on Licensure Law for Hospitals, re- 
port referred to Committee on Public Policy and 
Legislation. 2. That all hospitals in the state equip 
the ambulances serving their institutions in accord- 
ance with the state law—Approved. 3. That all 
hospitals in the state have proper equipment for 
emergency care of the injured—Approved. 

Committee on Juvenile Delinquency: 1. That a 
Committee on Juvenile Delinquency be continued 
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as a special committee of the Louisiana State 
Medical Society—Approved. 


Committee on Licensure Law for Hospitals: 
1. That the report of the special committee on hos- 
pital licensure (referred to in the report of the 
Committee on Hospitals) be referred to the Com- 
mittee on Public Policy and Legislation for re- 
view—Approved. 

Committee on Maternal Welfare: 1. That the 
Louisiana State Medical Society endorse such a 
study (complete survey of maternal and fetal 
deaths) as a very worthy venture for the public, 
the doctors and the medical society—Approved 
with the further recommendation that the Secre- 
tary be instructed to so advise the Director of the 
State Department of Health, Dr. W. L. Treuting, 
who has stated he will cooperate in handling of 
the project if approved by the State Society. 2. 
That an appropriation of $2,000.00 be approved 
for the survey this year—Not approved. 

Committee on Resolutions: 1. That a copy of 
this report be incorporated in the minutes of this 
meeting and that a copy be submitted to the New 
Orleans Medical and Surgical Journal for publica- 
tion—Approved. 


Committee on Tuberculosis: 1. That the pro- 
posed Five Year Plan be re-submitted to the Com- 
mittee on Tuberculosis and that said Committee 
be charged to study the plan fully—Approved. 


REPORT OF COUNCIL ON MEDICAL 
SERVICE AND PUBLIC RELATIONS 


1. That an appropriate resolution be directed to 
the cooperating radio stations acknowledging their 
participation by their contribution of radio time 
for use by the Council on Medical Service and 
Public Relations in the presentation of its health 
program—Approved. 2. That an appropriate reso- 
lution be directed to the newspapers throughout 
Louisiana acknowledging the assistance given in 
the presentation of news to the general public in 
behalf of the medical profession—Approved. 3. 
That the House of Delegates approve an adequate 
budget for the continued operation and expansion 
of the services offered by the Council on Medical 
Service and Public Relations—Appropriation of 
$10,000.00 approved. 4. Request approval of Amer- 
ican Association of Blood Banks—Motion made 
and carried that the State Society support this 
Association. 5. Endorsement of Health, Physical 
and Safety Education Program—Approved. 





REPORT OF LOUISIANA PHYSICIANS 
SERVICE, INC. 


1. That four lay members be added to Board of 
Directors of Louisiana Physicians Service—Ap- 
proved. 
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REPORT OF LOUISIANA STATE BOARD 
OF MEDICAL EXAMINERS 


Report accepted and following members recom- 
mended to Governor for appointment to fill vacancy 
in re Dr. Rhett McMahon: Drs. Rhett McMahon, 
Charles McVea and W. J. Norfleet. 


ELECTION OF OFFICERS, COMMITTEES 
AND DELEGATE AND ALTERNATE 


- TO AMA 
President-elect—Dr. Edwin H. Lawson, New 
Orleans. 
First Vice-President—Dr. John G. Snelling, 
Monroe. 
Second Vice-President—Dr. Ashton Thomas, 


New Orleans. 


Third Vice-President—Dr. 
Minden. 


Chairman, House of Delegates—Dr. A. V. Fried- 
richs, New Orleans. 


T. A. Richardson, 


Vice-Chairman, House of Delegates—Dr. J. P. 
Sanders, Shreveport. 


Councilor, First District—Dr. Edwin L. Zander, 
New Orleans. 


Councilor, Second District—Dr. Joseph Kopfler, 
Kenner. 


Councilor, Fourth District—Dr. Paul D. Abram- 
son, Shreveport. 

Councilor, Fifth District—Dr. George Wright, 
Monroe. 


Committee on Journal: Dr. C. M. Horton, 


Franklin; 3 year terme 

Committee on Medical Defense: Dr. C. B. Erick- 
son, Shreveport, Chairman; 3 year term. Dr. Sam 
Hobson, New Orleans; 1 year term. 

Committee on Public Policy and Legislation: 
Dr. Roy B. Harrison, Chairman; Dr. C. G. Cole, 
Dr. P. T. Talbot, all of New Orleans; Dr. King 
Rand, Alexandria; Dr. M. D. Hargrove; all for 
1 year term. 

Committee on Scientific Work: Dr. P. T. Tal- 
bot, Chairman; Dr. W. H. Gillentine; both of New 
“Orleans; Dr. J. E. Knighton, Jr., Shreveport; all 
for 1 year term. 

Delegate to AMA 1949 and 1950—Dr. Val H. 
Fuchs, New Orleans. 


Alternate to Delegate to AMA 1949 and 1950— 
Dr. George Hauser, New Orleans. 
PLACE OF 1949 MEETING 


Invitation to hold the 1949 Annual Meeting in 
New Orleans was accepted. 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 

Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


SECOND DISTRICT MEDICAL SOCIETY 


The monthly dinner meeting of the Second Dis- 
trict Medical Society met on March 25 at 4800 
Airline Highway. A symposium on fractures was 
presented. Dr. Morgan Lyons described types of 
fractures; Dr. Dan Baker discussed etiology and 
treatment of fractures; Dr. Gilbert Anderson, 
president of the State Society, discussed neuro- 
logical signs and symptoms of fractures; Dr. Lyon 
K. Loomis discussed orthopedic procedures; Dr. 
Robert Sharp discussed the urologic angles of 
fractures. Members present were: Drs. Kohlman 
Gauthier, John W. Atkinson, Joel B. Gray, Robert 
Sharp, William Clark, Lyon K. Loomis, Martial 
B. Casteix, Adrian B. Cairns, and John Ear] Clay- 
ton. Guests in attendance were Drs. Gilbert An- 
derson, Morgan Lyons, Dan Baker, Everett L. 
Drewes and J. J. Bosch (DDS.) 


At the April dinner meeting on April 15, the 
members and guests were given a vivid, accurate 
and comprehensive review of the Louisiana State 
Medical Society Meeting at Monroe April 12-14. 
President Robert Sharp formally introduced the 
new Councilor of the Second District, Dr. Joseph 
Kopfler of Kenner. Dr. Kopfler is one of the 
charter-founder members of the Second District 
Medical Society and is the oldest, in point of 
service, member of the organization. The Secre- 
tary, who was the official delegate, gave a sum- 
mary of the events which occurred in the House 
of Delegates. Members present were Drs. William 
B. Clark, Robert F. Sharp, Lyon K. Loomis, Floyd 
Hindelang, Earl Kent, John W. Atkinson, John 
Earl Clayton, Joseph S. Kopfler, Joel B. Gray, 
Martial B. Casteix and Philip P. LaBruyere. 
Guests were Drs. Vincent D’Ingianni, J. D. Mateau 
(DDS) and W. Jay Elmer (DDS). 


The next regular monthly dinner meeting of 
the Society will be held at Wigwam Restaurant, 
{800 Airline Highway, Thursday evening at 8:00 
p. m. on May 20. Dr. A. V. Friedrichs, Chairman 
of Council on Medical Service and Public Rela- 
tions of the Louisiana State Medical Society, will 
demonstrate charts and exhibits shown to the 
House of Delegates at the State Society meeting 


in Monroe. Reservations for dinner ($3.00) may 
be obtained through the Secretary, Dr. Joe! B. 
Gray, 476 Metairie Road, New Orleans 20. 


POSTGRADUATE COURSE IN PEDIATRICS 


Under the sponsorship of Louisiana State Uni- 
versity School of Medicine and Louisiana State 
Department of Health a postgraduate course in 
pediatrics was conducted for the period April 5-9 
inclusive. Some thirty-five practicing physicians 
from the less densely populated areas of the state 
were in attendance. The course was at Louisiana 
State University School of Medicine and in the 
wards of Charity Hospital and covered many of 
the more important phases of pediatrics. 

Speakers from outside the state included Dr. 
Harold E. Harrison, pediatrician-in-chief, Balti- 
more City Hospital, and associate professor of 
pediatrics of the John Hopkins University and Dr. 
Horace L. Hodes, medical director Sydenham Hos- 
pital and associate professor of pediatrics of the 
Johns Hopkins University. Dr. Vernon W. Lip- 
pard, dean of L. S. U. School of Medicine, Dr. 
Myron E. Wegman, professor of pediatrics and 
other members of the faculty of medicine also 
took part. 


This course is part of the continuation program 
for the practicing physicians of the state which 
L. S. U. and the Louisiana State Department of 
Health are developing both at the university and 
throughout the state. 


NEWS ITEMS 

Doctors C. Merrill Whorton and Frank C. Wo- 
mack will join the faculty of the School of Medi- 
cine, Louisiana State University, as assistant pro- 
fessors of pathology on July 1, 1948. Dr. Whor- 
ton is at present associated with the Mallory In- 
stitute of Pathology at Boston City Hospital and 
is now on the staff of Tufts Medical College. He 
graduated at Vanderbilt University in 1941 and 
during the war was a member of the malaria re- 
search unit at the University of Chicago. Dr. 
Womack is at present an instructor in pathology 
at the Vanderbilt University School of Medicine. 
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He also received the M. D. degree at Vanderbilt 
in 1941 and served in the Navy during the war. 

\ grant of $15,364 has been received from the 
War Department for continuation of studies on 
bacitracin in the Department of Surgery. The 
investigation was inaugurated on July 1, 1947 on 
a previous grant of $15,222 from the same source. 

The National Cancer Institute, U. S. Public 
Health Service, has awarded to the School of 
Medicine, Louisiana State University, a grant of 
$19,941 effective July 1, 1948 for development 
of the teaching and research programs in cancer. 
Dr. Walter J. Burdette, assistant professor of 
surgery, has been designated coordinator of the 
cancer program . 


CANADIAN ROCKY MOUNTAIN VACATION 


The Oklahoma State Medical Association an- 
nounces through Dick Graham, Executive Secre- 
tary, that they will sponsor for the third time a 
post convention tour in conjunction with the AMA 
convention which is to be held this year at Chicago 
June 19-25. They wish to extend a special invita- 
tien to the physicians and wives of Louisiana to 
join them on their trip to the Canadian Rockies. 

This 13 day tour is all-expense and starts from 
Chicago on Friday, June 25 at 1:15 p. m., at the 
close of the AMA Convention. They will visit 
Jasper National Park, Columbia Icefield, Lake 
Louise, Banff, as well as spending one day at the 
Calgary Stampede before returning back to Chi- 
cago on July 7. The trip includes the choice of 
menu, finest of hotels with de luxe Pullman ac- 
commodations as well as complete sightseeing 
program. All transfers and baggage handling are 
also included. The tour will be under the personal 
direction of Mr. Harry E. Kornbaum who has con- 
ducted the two previous Oklahoma Medical Asso- 
ciation Tours, last year Quebee and the previous 
year to San Francisco and the Pacific Northwest. 

This tour will be a special train and limited to 
130 reservations. Pullman accommodations will 
be assigned in order of reservations received. For 
those who are interested, write direct to Mr. Dick 
Graham, executive Secretary, Oklahoma City, 
Oklahoma. A complete day by day itinerary with 
prices will be forwarded. 


SOUTHERN PEDIATRIC SEMINAR 


The Twenty-eighth Annual Session of the 
Southern Pediatric Seminar is to be held at Sa- 
luda, North Carolina, July 5-July 17. This pedi- 
atric organization was recently incorporated as 
a nonprofit endeavor, dedicated to the cause of 
pediatrics in the South. Its efforts in the past 
have been directed toward betterment of pedia- 
trics in its many phases, and the presentation of 
a well-rounded, short course in which Southern 
pediatricians give papers and conduct discussions. 

There are some 72 sessions spread over a period 
of two weeks. The time of the visiting pediatri- 
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cian appears to be occupied in full from 9:00 in 
the morning until 4:30 in the afternoon. There 
are six night sessions, some of which are devoted 
to the problems of pediatrics, and some to the 
lighter phases of the pediatricians’ existence. 

The program appears to be a very inviting one. 
The prospect is that the session will be enjoyed 
profitably and pleasurably during this July meet- 
ing as they have been in the past. 


MEDICAL ALUMNI DINNER . 


University of Pennsylvania Medical Alumni will 
hold a dinner at the Convention of the American 
Medical Association in Chicago, Wednesday, June 
23 at the Lake Shore Club, 850 Lake Shore Drive. 
On arrival in Chicago, alumni should contact Miss 
Frances R. Houston, Executive Secretary of the 
Medical Alumni Society, at the University of 
Pennsylvania registration booth. 


AMERICAN UROLOGICAL ASSOCIATION 


The Southeastern Section of the American Uro- 
logical Association announces receipt of a $1000 
donation from Mr. and Mrs. William R. McEwen, 
Ft. Lauderdale, Florida. The Fund is to be used 
to stimulate research on the problem of “Urinary 
Bladder Dysfunetion.” An award of $250 will be 
made for the best essay presented before the 
annual meeting of the Southeastern Section. Com- 
petition is open to men who have graduated from 
medical school within the past ten years. Further 
information may be obtained by writing to Dr. 
Russell B. Carson, 408 Sweet Building, Ft. Lauder- 
dale, Florida, Secretary-Treasurer of the South- 
eastern Section of the A.U.A. 


AMERICAN COLLEGE OF SURGEONS 
APRROVES USE OF NURSE 
ANESTHETISTS 


The Board of Regents of the American College 
of Surgeons, at a meeting on February 22, 
adopted the following resolution commending the 
services of nurses who have had special training 
in the administration of anesthesia and recom- 
mending the continuance of training courses in 
this field for nurses. “The American College of 
Surgeons regards with deep concern the actions 
of some physician anesthesiologists in giving the 
impression to the laity in the public press that it 
is unsafe for experienced nurse anesthetists to 
conduct surgical anesthesia. While it supports the 
increasing tendency of having physician anesthesi- 
ologists in charge of surgical anesthesia, it de- 
plores at this time any propaganda for the elim- 
ination of the trained nurse anesthetist. On the 
contrary, the American College of Surgeons is of 
the opinion that, in view of the inadequacy in 
number of the physician anesthesiologists and in 
view of the splendid record of achievement of 
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the nurse anesthetists, institutions engaged in 
the training of nurses for this purpose should be 
encouraged to continue their programs.” 


POST GRADUATE COURSES 
The Chicago Medical Society is offering physi- 
cians of the country two postgraduate courses in 
September. A course in hematology and neurol- 
ogy will be given September 13-18 and another 
in cardiovascular and respiratory diseases will be 
given September 20-25. 
The sessions will be held in Thorne Hall on 
Northwestern University Medical School campus. 
An outstanding group of teachers from all sec- 
tions of the United States will make up the fac- 
ulty. 
Information may be secured by writing the 
Chairman, Committee on Medical 
Education, 30 North 


Postgraduate 


Chicago Medical Society, 
Michigan Avenue, Chicago 2, Illinois. 


SAN ANTONIO ASSEMBLY 


The International Post-Graduate Medical As- 
sembly of Southwest Texas will be held in San 
Antonio, Texas, January 25-26-27, 1949. Dr. Boen 
Swinny, San Antonio, Texas, President; Dr. John 
J. Hinchey, San Antonio, Texas, Secretary. 


WOMAN’S AUXILIARY 


In the March 26 issue of the Shreveport Jo: »nal 
articles and pictures on “The Preservatio: of 
Medical Cultural Items’ were given notic: able 
space. This work was most outstanding and Caddo 
Parish is to be complimented on such a outsiand- 
ing accomplishment. Caddo Parish has giver this 
interesting project the enthusiasm it deserves and 
their work in turn gives the general public an 
awareness of what our Auxiliaries can accom})ish, 

The Woman’s Auxiliary to the American Med- 
ical Association extends a most cordial invitation 
to all women who are Auxiliary members: o1 
guests of physicians attending the convention of 
the American Medical Association to participate 
in all social functions and attend the general 
sessions. Whether Auxiliary members or not, the 
wives of doctors will be most welcome. 

The American Medical Association’s twenty- 
fifth Annual Meeting, or Convention, is to be held 
in Chicago, June 21-25. Headquarters will be at 
the Hotel LaSalle. 

I wish to thank the members of the Advisory 
Committee of the Louisiana State Medical Society, 
the Auxiliaries and the New Orleans Medical and 
Surgical Journal for their splendid co-operation 
during my year as Press & Publicity Chairman 
and extend my best wishes and support to your 
new Press & Publicity Chairman. 

Mrs. Charles E. Allen, Jr., 
Press & Publicity Chairman. 





BOOK REVIEWS 


Curare. Its History, Nature, and Clinical Uses 
By A. R. McIntyre, M. D., Ph. D. Chicago, The 
University of Chicago Press, Publisher, 1947. 


Pp. 240. Price, $5.00. 
This publication is timely due to the current in- 
The author 


Dr. Mc- 
Intyre, Professor of Pharmacology in The College 


terest in the clinical use of curare. 
is well qualified to review this subject. 


of Medicine, University of Nebraska, has been ac- 
tively engaged in a laboratory study of the action 
of curare for several years. He has also been in 
close touch with clinical developments in this field 
as a result of his own observations and through 
those of his associate Dr. A. E. Bennett who has 
had extensive experience with the use of curare 
in patients. 


Particularly interesting to the reviewer are the 
chapters concerned with the historical and geo- 


graphical aspects of the subject, including numer- 
ous verbatim accounts of the early explorers of 
the Amazon, Orinoco and Essequibo river basins. 
A review of the sources of curare has been diffi- 
cult due to the indefinite botanical information 
supplied by early investigators but the literature 
of the past twenty years has done much to bring 
order out of chaos. Although a number of alka- 
loids have been isolated from various preparations 
of curare, information relating the principles to 
A notable 
exception in this regard is that of d-tubocurarine, 
the important constituent of Intocostrin, the source 
of this alkaloid being established as Chondroden- 


dron tomentosum. Various species of Chondroden- 
dron and of Strychnos are the principle if not the 
only sources of the curare alkaloids. 


botanical sources is largely speculative. 


In the chapters dealing with the action of curare 
particular attention is given to the well known 
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peripheral effect on skeletal muscle. Experiments 
with curare in the 19th century were intimately 
associated with the elucidation of nerve-muscle 
physiology and this is true to a considerable ex- 
It would be a dif- 
ficult task to confine an adequate review of the 


tent even to the present time. 


extensive literature within reasonable limits, how- 
ever a possible criticism is that the chapters on 
this subject might have been amplified to some 
extent. For a reader not already conversant with 
the literature of this field, it is difficult to appre- 
ciate the significance of the discussion in many 
instances. The author believes that the action of 
curare and of other drugs affecting its action are 
most readily explainable by acceptance of the 
theory of chemical mediation of the nerve impulse 
to skeletal muscle. 

In addition to the discussion of the typical ac- 
tion of curare on skeletal muscle, other less known 
actions are reviewed including those on the circu- 
lation, respiration, viscera and on miscellaneous 
functions and structures. Of interest, particularly 
in relation to its use in general anesthesia, is evi- 
dence for a depressant action on the central ner- 
vous system. In a consideration of the clinical 
uses of curare attention is given to early attempts 
to apply its action in tetanus and in certain other 
conditions. The availability of a standardized 
preparation in recent times has given impetus to 
a variety of applications, particularly in shock 
therapy and in general anesthesia. The author 
realizes that the present recommendations of its 
use as a therapeutic agent may have to be modi- 
fied and takes a conservative attitude regarding 
its true or ultimate value, pointing out also that 
much is still to be learned regarding its effects on 
neuromuscular metabolism. 

Interest is added in that the book is not only a 
review of the literature but is interspersed with 
references to the author’s personal researches and 
opinions on various phases of the subject. An ex- 
tensive bibliography accompanies each chapter 
and a subject and author index is appended. 


RALPH G. SMITH, M. D. 


Synopsis Of Obstetricts: By J. C. Litzenberg, 
.& 6. wD F. AC. S Se Lous, C. ¥. 
Mosby Company, 1947. 3rd ed. Pp. 416. Price, 
$5.50. 

In the third edition of this book, which contains 

157 illustratoins, the author has added not only 


the usual corrections and revisions of a new edi- 
tion, but has completely rewritten the following 
subjects in this synopsis of obstetrics: 

1. The diagnosis of pregnancy, with especia) ref- 
erence to trustworthy laboratory tests of preg- 
nancy. 

2. Relief of pain in labor. 

3. Diabetes in pregnancy. 

4. Puerperal infections and skin treatment with 
sulfonamides and penicillin. 

5. The relation of the Rh factor to pregnancy. 

In reading the entire synopsis one notes that a 
few well established facts were not considered by 
the author: 

1. The effect on the fetus of certain infectious 
diseases in the mother, particularly German 
measles. 

2. The importance of the midplane contraction. 

3. The use of podophyllin in condyloma accu- 
minata. 

4. Amniotic fluid as a cause of pulmonary em- 
bolism and sudden death of the mother. 

5. The use of the sympathetic block in the treat- 
ment of thrombophlebitis of the lower extremity. 

6. The use of antibiotics and chemotherapy pro- 
phylactically in prolonged labor. 

Two recommendations cannot be accepted: 

a) The emphasis of median episiotomy over the 
safer medio-lateral type and 

b) The induction of labor in eclampsia, following 
the control of convulsions by the use of bougies 
and bags. 

Otherwise this continues to be an excellent, brief 
but reasonably adequate discussion and evaluation 


of obstetrics. 


CALVIN M. JOHNSON, M. D. 


ALLERGY IN THEORY AND PRACTICE 


Allergy in Theory and Practice: Robert A. Cooke, 
M. D., Sc. D., F. A. C. P., W. B. Saunders Com- 
pany, Philadelphia, 1947. Pp. 572. Price, $8.00. 


This book is an excellent condensation of the 
present day concepts of clinical allergy. It clearly 
represents the opinions of Dr. Cooke, and to a 
great extent the ideas of the Eastern group of 
allergists. Dr. Cooke was one of the pioneers im 
clinical allergy, and he has therefore a first hand 


knowledge of the development of this specialty. 
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He, himself, has been a most important contrib- 
utor. 


He clearly recognizes the importance of infec- 
tion in allergic states. His chapters on the respira- 
tory manifestations of allergy emphasize the im- 
portance of this factor, and provide the clinical 
allergist with a great deal of sound information. 
He is attending Physician and Director of the De- 
partment of Allergy at the Roosevelt Hospital in 
New York, and many studies on the association 
of sinus infection with these allergic states have 


been made in this institution. 


Because of his comprehensive knowledge, Dr. 
Cooke has been able to assemble and clarify our 
ideas on various topics. He suggests some new 
clinical classifications, which are improvements on 
the older ones. For instance, he divides the two 
main varieties of allergic dermatitis into the ex- 
trinsic (contact) and intrinsic (neurodermatitis) 
types. He feels that the two conditions are closely 
related, and therefore an antigen may at times 
produce dermatitis by ingestion or by external 
contact. There are many fine illustrations in the 
book. 


Various eminent contributors aided him, and 
wrote several of the chapters. However, there is 
one criticism which should be made. A prominent 
local ophthalmologist made several criticisms of 
the chapter on allergy of the eye. These remarks 
would not have been justified if the material had 
been assembled with the assistance of an ophthal- 
mologist. However, it is most likely that an 
ophthalmologist did read the chapter, and that 
these local criticisms may not represent anything 
more than a difference of opinion. No two medi- 


cal men think exactly alike on any topic. 


All in all I consider this book to be a very 
valuable contribution, and should particularly be 
read by otorhinolaryngologists, dermatologists, 
and pediatricians. In several medical specialities, 
the importance of the allergy factor has too often 
been overlooked, disregarded, or inadequately 
handled. The book provides an effective way for 
medical men to gain accurate knowledge of the 
interrelationship of allergy to various fields of 
medicine, and gives them an idea of the complex- 
ity and detail connected with the specialty of 
allergy. Allergy is now a definite field of medi- 


cine and ean no longer be ignored. 


HENRY D. OGDEN, M. D. 


Four Hundred Years of a Doctor’s Life: By George 
and Beate Caspari-Rosen, M. D. New York, 
Schuman, 1947. Pp. 429. Price, $5.00. 


A most interesting and unique book. The years 
of a doctor’s life from the cradle to the grave are 
dealt with in the form of excerpts from the bio- 
graphies and autobiographies of the great and 
near great in medicine. In numbers, he quotes 
from the lives of over eighty doctors. In time he 
traverses four centuries. The choice of a vocation 
and an avocation are charmingly related and selec- 
tions from poems and letters add considerably 
to the book. They depict doctors turned literati, 
and politicians and other professionals turned 
medicos for their happiness and comfort. 

One may spend hours of real pleasant reading. 
If one looks for the ingredients that make for 
success, he finds in all the same components, but 
in each the proportions vary and that is the 
elusiveness in the search for the formula of 
triumph. One gains the impression as he reads 
this volume that the important thing is not that 
humans have so many weaknesses, but that despite 
these many frailties they are able to rise to such 
great heights and overcome wellnigh impossible 
obstacles in their paths. 

The format of the book is good. There is a 
good bibliography which should prove of interest 
to anyone interested in reading still farther into 
the lives of their medical ancestors of every roll 


and clime, and of all positions in society. 


I. L. Ropsins, M. D. 


Textbook of General Surgery: By Warren H. Cole 
M. D., F. A. C. S. and Robert Elman, M. D., 
F. A. C. S. Appleton-Century Company, New 
York, 5th Ed., 1948. Pp. 1160. Price, $11.00. 


The 5th edition of Cole and Elman’s Textbook 
of General Surgery brings up to date the advances 
in surgery which have developed since the publi- 
cation of, the previous edition. This includes anti- 
biotic therapy, surgery of congenital vascular 
anomalies, surgery of the sympathetic nervous 
system and recent advances in thoracic surgery. 

The basic principles and practical considera- 
tions of the surgical diseases are clearly and 
briefly reviewed. Controversial material and 
lengthy discussions are omitted, while diagnostic 
and therapeutic methods most readily adaptable 
for use in general practice have been stressed by 
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the authors. An appropriate bibliography is in- 
cluded after each chapter for those who wish de- 


tailed reading. 


ERNEST DEBAKEY, M. D. 


Pharmacology, Therapeutics and Prescription 
Writing: By Walter Arthur Bastedo, Ph. G., 
Ph. M. (Hon.), M. D., Se. D. (Hon.), F. A. C. P. 
5th Ed. Philadelphia, W. B. Saunders Company, 


1947. Pp. 840. Price, $8.50. 


The present edition of this well known textbook 
is an extensive revision of that which appeared 
in 1937. The rapid advances in pharmacology and 
drug therapy which have been made since that 
time have necessitated also the addition of sev- 
eral new sections. In the latter connection con- 
sideration is given to therapy with amino acids, 
the use of blood, blood fractions and blood sub- 
stitutes and to the pathologic physiology of shock 
and its management. The newer coagulant pre- 
parations such as thrombin, fibrin foam, gelatin 
sponge, vitamin K and the anticoagulants heparin 
and dicumarol receive special attention. Naturally 
the sulfonamides and antibiotics also receive ade- 
quate coverage. In a further list of newer drugs 
there may also be included folic acid, rutin, propy] 
thiouracil and BAL. The section of digitalis shows 
considerable revision in keeping with the increas- 
ing importance of pure glycosidal preparations in 
present day therapy. Likewise the section on the 
treatment of syphilis has been rewritten to in- 
clude the use of the more recent preparations of 
arsenic and bismuth and modern theories of action 
of the former. Of course penicillin is also con- 
sidered in this connection. The above citations 
are by no means a comprehensive list of the revi- 
sions but merely illustrate their nature. In addi- 
tion to therapeutic agents the actions of some of 
the more important poisons such as carbon mon- 
oxide, cyanides and lead are discussed. The sec- 
tion on tobacco is more extensive than those in 
most textbooks of pharmocology. As in previous 
editions some twenty pages are allotted to pre- 
scription writing. One deficiency from the stand- 
point of the modern student is the dearth of struc- 
tural formulae. In view of the present interest 
in the relationship of chemical structure to phar- 
macologic action such information would be ap- 
preciated. A second shortcoming is the lack of 
either sectional or general biliographies. Although 
in the text the name of the author with date is 
commonly mentioned this practice does not make 
the reference as easily available. 

The general approach to the subject of phar- 
macology has not been modified from previous 
editions. As stated by the author in the preface 

“our guide throughout has been the need 
of the physician who employs drugs in the treat- 
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ment of sick patients.’”’ In other words the book 
is written essentially with a therapeutic approach 
and should be of interest and value to the prac- 
tising physician. 


RALPH G. S™I1TH, M. D. 


A Manual of Pharmacology and Its Applications to 
Therapeutics and Toxicology: By Torald Soll- 
mann, M. D. 7th Ed. Philadelphia, W. B. Saun- 
ders Company, 1948. Pp. 1132. Price, $11.50. 


Those who are familiar with previous editions 
of this text will be immediately impressed by the 
new format of two columns on a somewhat larger 
page. In other respects, such as the arrangement 
of subject matter and the genera] nature of its 
presentation there is little change. In each section 
a digest of the subject under consideration ap- 
pears in regular type. This is followed, in small 
type, by more detailed information and citations 
from the literature. The subject of pharmacology 
is covered systematically with stress on those 
drugs used in modern therapy. As has been the 
case with each revision there is some abridgement 
of information on drugs falling gradually into 
disuse to make way for newer medicaments. This 
however, is particularly true in this edition, ap- 
pearing after the extensive developments of the 
years. New emphasis is placed on chemo- 
therapy with the inclusion of the antibiotic agents 
and of advances made in our knowledge of the 
sulfonamides, antimalarial agents and those anti- 
monials which are of value in the 
certain tropical diseases. 


war 


treatment of 
The antihistaminic and 
antithyroid drugs, folic acid, purified preparations 
of curare, dicumarol and the nitrogen mustards 
receive attention. More space is given to heparin, 
vitamin K and purified glycosidal preparations of 
digitalis than previously, in keeping with increas- 
ing experience with these compounds. Further, 
the text is not restricted to therapeutic agents but 
contains information on the more common poi- 
and the recently developed insecticides, 
rodenticides and weed killers. From the stand- 
point of the variety of subject matter ‘“‘Sollmann”’ 
is more comprehensive than most textbooks of 
pharmacology and a student of this subject may 
find much detailed information here not readily 
available elsewhere. The usual extensive biblio- 
graphy has been revised and restricted to papers 
which have appeared within the past twenty years. 
“Sollmann” is not as readable as many works of 
fiction but it is recommended as an excellent up- 
to-date reference book on pharmacology. 


sons, 


RALPH G. SMITH, M. D. 
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